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Street,  Cavendish  Square,  W. 

1883  fDA  Gama,  Jeeminio  Accacio,  Khoja  Moola,  Bombay. 

1890  Galloway,    James,    M.B.,    CM.,   Physician   for   Out- 

patients to  the  Great  Northern  Central  Hospital ; 
16,  Finsbury  Circus,  E.C. 

1887  fGARDNEE,    John    J.,    M.D.,    Senior   Ophthalmic    and 

Aural  Surgeon  to  the  Montreal  General  Hospital, 
12,  Phillip's  Place,  Montreal,  Canada. 

1889  GiBBS,  Alfred  JV.  G.,  Assistant  Surgeon  to  the  Bristol 
Eye  Hospital ;  52,  Whiteladies  Eoad,  Clifton. 

O.M.  Glascott,  C.  E.,  M.D.,  Surgeon  to  the  Manchester  Eoyal 
Eye  Hospital ;  23,  St.  John  Street,  Manchester. 

1885  tGrODFEAY,  Alfeed  Charles,  St.  Helier's  House,  St. 
Helier's,  Jersey. 
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O.M.  GowEES,  W.  K.,  M.D.,  F.E.S.,  Physician  to  the  National 
Hospital  for  the  Paralysed  and  Epileptic ;  50,  Queen 
Anne  Street,  W.     (C.  1880-3.) 

1888  G-EANT,  Ogilvie,  M.B.,  Queen  Mary's  House,  Inverness. 

1887  Geeen,  Edwin  Colliee,  Ophthalmic  Surgeon  to  the 
Derbyshire  General  Infirmary ;  27,  Friar  Gate, 
Derby. 

O.M.  Geeenfield,  W.  S.,  M.D.,  Professor  of  Pathology  Uni- 
versity of  Edinburgh  ;  Heriot  Eow,  Edinburgh. 

1885  *Geiffith,  A.  Hill,  M.D.  (C),  Surgeon  to  the  Royal  Eye 
Hospital,  Manchester ;  17,  St.  John  Street,  Man- 
chester. 

1890  Geiffith,  John,  Pathologist  to  the  Eoyal  Westminster 
Ophthalmic  Hospital ;  7,  Grafton  Road,  Acton. 

1894     Geimsdale,  Haeold,  M.B.,  St.  George's  Hospital. 
O.M.    Geossmann,  K.  a..  Ophthalmic  Surgeon  Stanley  Hos- 
pital, Liverpool ;  70,  Rodney  Street,  Liverpool. 

1889  Gtjnn,  Donald  S.,  Ophthalmic  Surgeon  to  the  Seamen's 

Hospital,  Greenwich,  and  to  the  Hospital  for  Sick 
Children,  Great  Ormond  Street ;  66,  Wimpole  Street, 
W. 
O.M.  GuNN,  R.  Maeciis  Surgeon  to  the  Royal  London  Oph- 
thalmic Hospital,  Moorfields  ;  Assistant  Ophthalmic 
Surgeon  to  University  College  Hospital;  Ophthalmic 
Surgeon  to  the  National  Hospital  for  the  Paralysed 
and  Epileptic ;  54,  Queen  Anne  Street,  W.  (C. 
1882-5,  1889-92.     S.  1886-9.) 

1887  Habeeshon,  Samuel  Heebeet,  M.D.  (S.),  Assistant 
Physician  to  the  Brompton  Hospital  for  Consump- 
tion and  Diseases  of  the  Chest ;  70,  Brook  Street, 
Grosvenor  Square,  W. 

1889  Hailes,  C.D.G.,  M.D.,  Assistant  Surgeon,  Bristol  Eye 
Hospital ;  Consulting  Surgeon-Oculist,  Redland  Br., 
Clifton  Dispensary ;  9,  King's  Parade,  Clifton, 
Bristol. 

1885  fHAiNES,  Humpheet,  Auckland,  New  Zealand. 
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1878  fHAMiLTON,  T.  K.,  M.D.,  Wakefield  Street,  Adelaide, 
South  Australia. 

1886  Hartley,  Robeet  N.,  M.B.,  Asaistart  Surgeon  to  the 

Leeds  General  Infirmary,  38,  Cookridge  Street, 
Leeds. 

1882  *Haetridge,  GusTATUS  (S.),  Consulting  Ophthalmic  Sur- 
geon to  St.  Bartholomew's  Hospital,  Chatham ; 
Surgeon  to  the  Eoyal  Westminster  Ophthalmic  Hos- 
pital, and  Ophthalmic  Assistant  Surgeon  and  Lec- 
turer on  Ophthalmic  Surgery  to  the  Westminster 
Hospital ;  65,  Green  Street,  Grosvenor  Square,  W. 
(C.  1889-92.) 

1892  Hatdok,  Frank,  Surgeon  to  the  Western  Ophthalmic 
Hospital ;  47a,  Welbeck  Street,  Cavendish  Square, 
W. 

1889  Helm,  George  F.,  M.D.,  Ophthalmic  Surgeon  to  Truro 
Royal  Infirmary  ;  Marazion,  Cornwall. 

1882  tHENDERsoN,  W.  H.,  M.D.,  Kingston,  Ontario.  Canada. 

1887  Hern,  John,  M.D.,  Ophthalmic  Surgeon  and  Surgeon  to 

the  Darlington  Hospital  ;  13,  Conisclifi'e  Road, 
Darlington. 

1883  Hewetson,  H.  B.,  Ophthalmic  and  Aural  Surgeon,  Leeds 

Genera]  Infirmary  ;  11,  Hanover  Square,  Leeds. 

O.M.  HiGGENs,  Charles,  Ophthalmic  Surgeon  to,  and  Lec- 
turer on  Ophthalmology  at,  Guy's  Hospital ;  38, 
Brook  Street,  W.     (C.  1880-3.) 

1888  Hinnell,  J.  S.,  M.B.,  02,    Garland    Street,  Bury    St. 

Edmund's. 

1886  fHoDGE,  Rev.  Sydney  Rupert,  M.R.C.S.,  Wesleyan 
Mission  House,  Hankow,  China. 

O.M.  *HoDOEs,  Frank  H.,  Ophthalmic  Surgeon  to  the  Leicester 
Infirmary ;  17,  Horse  Fair  Street,  Leicester.  (C. 
1889-92.) 

1889  Holthouse,  Edwin  H.,  M.B.,  45,  Weymouth  Street,  W. 

1885  fHowARD,  R.  J.  B.,  M.D.,  care  of  Messrs.  Morgan  and 
Co.,  22,  Old  Broad  Street,  E.G. 
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1893  tHowE,  LuciEN,  183,  Delaware  Avenue,  Buffalo. 

1884  fHuDsoN,  Ernest    (care  of  Messrs.  King,  King  &  Co. 

Jamsund  Lane,  Bombay). 
1889     Hughes,  Samuel  H.,  Eoyal  Free  Hospital,  W.C. 

1893  Hughes,  Wilfrid  Kent,  M.B.,  102,  Collins  Street, 
Melbourne. 

O.M.  Hulke,  J.  W.,  r.R.S.,  Surgeon  to,  and  Lecturer 
on  Surgery  at,  the  Middlesex  Hospital ;  Consulting 
Surgeon  to  the  Eoyal  London  Ophthalmic  Hospital, 
Moorfields;  10,  Old  Burlington  Street,  W.  (P. 
1886-9.     V.-P.  1881-2,  1889-92.     C.  1880-1.) 

O.M.  Hutchinson,  Jonathan,  F.E.S  Consulting  Surgeon  to 
the  London  Hospital,  and  to  the  Eoyal  London 
Ophthalmic  Hospital ;  15,  Cavendish  Square,  W. 
{Pres.  1883-6.     V.-P.  1880-1,  1886-9.) 

1883  t Jackson,  James,  M.D.,  Collins  Street  East,  Melbourne, 
Australia. 

O.M.  Jackson,  J.  Hughlings,  M.D.,  F.E.S. ,  Physician 
to  the  London  Hospital,  and  to  the  National  Hos- 
pital for  the  Paralysed  and  Epileptic  ;  3,  Manchester 
Square,  W.    {Pres.  1889-90.    V.-P.  1880-2, 1890-3.) 

1888     James,  J.  T.,  30,  Harley  Street,  "W. 

O.M.  Jeaefreson,  C.  S.,  Surgeon  to  the  Newcastle-on-Tyne 
Eye  Infirmary ;  24,  Eldon  Square,  Newcastle-on- 
Tyne. 

1883  fJENKiNS,  E.  J.,  M.D.,  Nepean  Towers,  Douglass  Park, 
Sydney,  N.S.W.,  Australia. 

1883  Jessop,  W.  H.  H.,  Surgeon  to  the  Central  London 
Ophthalmic  Hospital ;  Ophthalmic  Surgeon  to  the 
Paddington  Green  Children's  Hospital ;  73,  Harley 
Street,  W.     (C.  1889-92.) 

1882  Johnson,  G.  L.,  M.B.,  Cortina,  Netherhall  Gardens, 
South  Hampstead. 

1892     Johnson,  Harry  Oswin,  General  Infirmary,  Gloucester. 

1888  fJoHNSTON,  Geo.  D.,  Vancouver  City,  British  Columbia, 
Canada. 
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1889  JoHNSTox,  EoBT.  K.,  M.D.,  Ophthalmic  and  Aural  Sur- 
geon to  Steeven'a  Hospital;  Junior  Assistant  Surgeon 
to  the  jS'ational  Eye  and  Ear  Iniirmary  ;  22,  Lower 
Baggot  Street,  Dublin. 

O.M.    Jones,  Evan,  Ty-mawr,  Aberdare,  Glamorganshire. 

O.M.    Jones,  H.  Macnaughton,  M.D.,  141,  Harley  Street,  W. 

1894.  tJoNES,  E.  H.,  M.B.,  B.S.,  Eoyal  Westminster  Ophthal- 
mic Hospital. 

O.M.  JuLER,  H.  E.,  Ophthalmic  Surgeon  to  St.  Mary's  Hos- 
pital ;  Surgeon,  Royal  Westminster  Ophthalmic 
Hospital ;  23,  Cavendish  Square,  W.     (C.  1886-9.) 

1889  Kelsall,  Henby  T.,  M.D.,  B.S. 

1888  +Kenny,  Augustus  Leo,  M.B.,  Collins  Street,  Melbourne, 

Victoria,  Australia. 

1890  Keogh,    Alfred    H.,    Surgeon-Major,    M.D.,    M.Ch., 

North  Station  Hospital,  Bangalore,  Madras. 

1891  Kingdon,  E.  C,  M.B.,  CM.,  4,  Upper  College  Street, 

Nottingham. 

1881  fKNAGGS,  S.  T.,  M.D.,  Lecturer  on  Clinical  Surgery 
University  of  Sydney  ;  Hon.  Surgeon  Prince  Alfred 
Hospital,  Sydney  ;  Staif  Surgeon  N.S.W.  Naval 
Forces,  and  Member  N.S.W.  Board  of  Health  ;  16, 
College  Street,  Hyde  Park,  Sydney,  New  South 
Wales. 

O.M.  Lang,  William,  Ophthalmic  Surgeon  to  the  Middlesex 
Hospital ;  Surgeon  to  the  Eoyal  London  Ophthalmic 
Hospital,  Moorfields;  22,  Cavendish  Square,  W. 
(C.  1886-9.) 

1881  Langdon,  J.  WiNKLEY,  Ophthalmic  Surgeon  to  Preston 
and  County  of  Lancaster  Royal  Infirmary ;  4, 
Winkley  Square,  Preston. 

O.M.  Lawford,  J.  B.,  Assistant  Ophthalmic  Surgeon  to  St. 
Thomas's  Hospital ;  Assistant  Surgeon  to  the  Eoyal 
London  Ophthalmic  Hospital,  Moorfields  ;  55,  Queen 
Anne  Street,  W.     (C.  1886-9.) 

1889  Laws,  Wm.   G.,  M.B.,  Holmlea,  Sherwood   Rise,   Not- 

tingham. 
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O.M.  Lawsok,  Geoege  (V.P.),  Surgeon  to  the  Eoyal  London 
Ophthalmic  and  to  the  Middlesex  Hospitals  ;  12, 
Harley  Street,  Cavendish  Square,  W.     (C.  1882-4.) 

1893     Leaiit,   Surg.-Capt.,  A.    VV.  D.,  M.D.,  Indian  Medical 

Service,  Calcutta. 
1885  tLE  Ceontee,  Haedwick,  St.  Helier's,  Jersey. 

O.M.  Lediaed,  H.  a.,  M.D.,  Surgeon  to  tbe  Cumberland  In- 
firmary ;  35,  Lowther  Street,  Carlisle. 

1885  Lee,  Chaeles  G-.,  Surgeon  to  the  Eye  and  Ear  Infirmary, 
Liverpool ;  73,  Eodney  Street,  Liverpool. 

O.M.  Little,  David,  M.D.,  Surgeon  to  the  Eoyal  Eye  Hos- 
pital, Manchester ;  Ophthalmic  Surgeon,  Eoyal  In- 
firmary ;  Lecturer  on  Ophthalmology,  Owens  Col- 
lege, Manchester;  21,  St.  John  Street,  Manchester. 
(V.-P.  1888-91.     C.  1880-1.) 

1892     Lodge,  Samuel,  Jan.,  M.D.,  Windrush  House,  Bradford. 

1883  LuNN,  J.  E.  (C),  Eesident  Medical  Oificer,  Marylebone 
Infirmary,  Notting  Hill,  W. 

1890  McGiLLiTEAT,  Angus,  M.B.,  Surgeon  to  the  Dundee 
Eye  Institution ;  Ophthalmic  Surgeon,  Dundee 
Eoyal  Infirmary  ;  13,  Airlie  Place,  Dundee,  jN'.B. 

1892  Macaethue,  Eobeet  F.,  M.B.,  Glasgow  Eye  Infirmary  ; 
Berkeley  Street  "West,  Glasgow. 

1888  Mackat,  Geoege,  M.D.,  Assistant  Ophthalmic  Surgeon 

to  the  Eoyal  Infirmary  and  to  the  Eye  Dispensary 
of  Edinburgh  ;  Lecturer  on  Practical  Ophthalmo- 
scopy ;  2,  Eandolph  Place,  Edinburgh. 

O.M.    Mackenzie,  P.  M.,  29,  Hans  Place,  S.W. 

1889  tMACKENZiE,    F.   Wallace,    M.B.,   139,    Upper    Willis 

Street,  Wellington,  iS^ew  Zealand. 

O.M.  Mackenzie,  Stephen,  M.D.  (V.-P.),  Physician  to,  and 
Lecturer  on  Medicine  at,  the  London  Hospital ; 
Physician  to  the  Eoyal  London  Ophthalmic  Hospital, 
Moorfields  ;  18,  Cavendish  Square,  W.  (S.  18S0-2. 
C.  1882-5.) 
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O.M.  Mackiis-lat,  J,  G.,  Ophthalmic  Surgeon  to  the  Eoyal 
Free  Hospital,  and  Surgeon  to  the  South  London 
Ophthalmic  Hospital;  15,  Stratford  Place,  W.  (C. 
1888-90.) 

1889  MacLehose,  IS'oeman  M.,  M.B.,  13,  Queen  Anne  Street, 

Cavendish  Square,  "W. 

1892  MacLeod,  Chaeles  G-.,  M.B.,  26,  College  Street,  Hyde 
Park,  Sydney,  N.S.W. 

1890  MacMahon,  Jerome  J.,  M.D.,  5,  Camden  Place,  Cork. 

1881  tMACONACHiE,  G.  A.,  M.D.,  Grant  Medical  College,  Bom- 
bay. 

1883  tMAHEK,  W.  0.,  M.D.,  Surgeon  to  St.  Vincent's  Hos- 
pital ;  Ophthalmic  Surgeon  to  the  Sydney  Hospital ; 
Ophthalmic  Surgeon  to  the  Government  Asylums  at 
Parramatta  and  Liverpool ;  20,  College  Street,  Hyde 
Park,  Sydney,  JS'.S.W. 

1883  fMAELOW,  Peank   William,  401,  Montgomery  Street, 

Syracuse,  New  York  State,  U.S.A. 

1892  Marshall,    Chaeles    Deteeeux,    Eoyal    Ophthalmic 

Hospital,  Moorfields. 

1888  fMAETiN,  Albeet,  M.D.,  Wellington,  New  Zealand. 

1884  Maxwell,  Patrick  William,  M.D.,  Ophthalmic  Sur- 

geon, Jervis  Street  Hospital,  and  Assistant  Surgeon, 
National  Eye  and  Ear  Infirmary,  Dublin ;  19,  Lower 
Baggot  Street,  Dublin. 

1893  Matnard,  Frederic  Piksent,  M.B.,  care  of  Grindlay 

and  Co.,  Calcutta. 

O.M.  McHardy,  M.  M.,  Ophthalmic  Surgeon  to  King's  College 
Hospital ;  Professor  of  Ophthalmology,  King's  CoU 
lege ;  Surgeon  Eoyal  South  London  Ophthalmic 
Hospital ;  Ophthalmic  Surgeon  to  St.  John's  Hos- 
pital ;  5,  Savile  Eow,  W.     (C.  lSb7-90.) 

1884  McKeown,  Datid,  M.D.,  25,  St.  John  Street,  Man- 
chester. 

1884  McKeown,  W.  A.,  M.D.,  20,  College  Square  East, 
Belfast. 
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O.M.  Meighan,  T.  S.,  M.D.,  Surgeon  to  the  Glasgow  Eye 
Infirmary,  and  Lecturer  on  Ophthalmic  Surgery, 
Anderson's  College  Medical  School ;  15,  Elmbank 
Street,  Glasgow. 

1881  fMiLLES,  W.  Je>'xtngs,  care  of  Drs.  Henderson  and 
Macleod,  Shanghai,  China. 

1887  MoEGAx,  William  Lewis,  Surgeon  to  the  EadclifFe  Infir- 
mary, Oxford  ;  37,  Broad  Street,  Oxford. 

O.M.  MoETOJf,  A.  Stafford,  Assistant  Surgeon  to  the  Eoyal 
London  Ophthalmic  Hospital,  Moorfields  ;  Ophthal- 
mic Surgeon  to  the  Great  Northern  Central  Hospital; 
26,  Weymouth  Street,  W.     (C.  1886-9.) 

1891     Mossop,  AETHrR  Geobge,  Newhaven,  Sussex. 

1890  MowAT,  Daxiel,  M.D.,  Holmwood,  Stamford  Hill,  N. 

O.M.  Mtjles,  p.  H.,  M.D.,  Surgeon  to  the  Eoyal  Eye  Hos- 
pital, Manchester;  Delamer  Eoad,  Bowdon,  Cheshire. 
(C.  1886-9.) 

1891  Mtddelton-Gatet,   Edwaed   Hebbeet,   94,  Wimpole 

Street,  "W. 

1893  Napiee,  F.  H.,  M.B.,  B.S.,  Ophthalmic  Surgeon,  Eoyal 
Infirmary  ;  Surgeon  to  the  Ophthalmic  Institution, 
and  Professor  of  Ophthalmology  to  St.  Mungo's  Col- 
lege, Glasgow  ;  18,  Brandon  Place,  Glasgow. 

O.M.  ^Nelson,  Joseph,  M.D.  (C),  Ophthalmic  Surgeon  to 
Eoyal  Hospital  and  to  Queen  Street  Children's 
Hospital,  Belfast ;  29,  Wellington  Place,  Belfast. 

O.M.  *Nettleship,  Edwaed,  Ophthalmic  Surgeon  to,  and 
Lecturer  on  Ophthalmic  Surgery  at,  St.  Thomas's 
Hospital ;  Surgeon  to  the  Eoyal  London  Ophthalmic 
Hospital,  Moorfields  ;  5,  Wimpole  Street,  W.  (S. 
1880-3.     C.  1883-6.     V.-P.  1886-9.) 

1881  Nicholson,  A.,  Surgeon  to  the  Sussex  and  Brighton 
Infirmary  for  Diseases  of  the  Eye  ;  30,  Brunswick 
Square,  Brighton. 

1889  fO'KiNEALY,  Feedeeick,  Indian  Medical  Service,  11, 
Elysium  Eow,  Calcutta. 

1884     Oldham,  Chaeles  J.,  1,  Brunswick  Place,  Brighton. 
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O.M.  Ord,  "W.  M.,  M,D.,  Physician  to,  and  Lecturer  on 
Medicine  at,  St.  Tbomas's  Hospital ;  37,  Upper 
Brook  Street,  W.     (T.  18S6-91.     V.-P.  1891-4.) 

1881  Oemeeod,  J.  A.,  M.D.,  Physician  to  the  National 
Hospital  for  the  Paralysed  and  Epileptic ;  Assistant 
Physician  to  St.  Bartholomew's  Hospital ;  25,  Upper 
Wimpole  Street,  W.     (C.  1891-4.) 

1892  fORR,  Andrew  William,  M.D.,  6a,  Bedford  Square, W.C. 
1890  fOsBOENE,  A.  B.,  M.D.,  46,  McNab   Street  South,  Hamil- 
ton, Canada. 

O.M.  Owen,  D.  C.  Lloyd,  Surgeon  to  the  Birmingham  and 
Midland  Eye  Hospital ;  51,  Newhall  Street,  Bir- 
mingham.    (V.-P.  1891-4.) 

O.M.  Page,  Herbert  W.,  Surgeon  to  St.  Mary's  Hospital ; 
146,  Harley  Street,  W.     (C.  1890-3.) 

1890  tPALMER,  L.  LoBAN,  M.D.,  42,  St.  George  Street,  Toronto, 

Ontario,  Canada. 
1894     Parker,  Herbert,  7,  Bioomsbury  Place,  W.C. 

1893  Part,  J.  Shepley,  26,  Ashehurch  Park  Villas,  W. 

1887  tPATELL,    D.    H.,   12,  Eagoonatti    Dadagi   Street,  Fort, 

Bombay. 
O.M.    Peneold,    Henry,   Consulting   Surgeon   to  the  Sussex 
Eye  Hospital  ;  7,  Brunswick  Place,  Brighton. 

1891  Perry,  A.,  Surgeon-Captain ;   care   of   Senior   Medical 

Officer,  Colombo,  Ceylon. 
1889  t Perky,  Francis  F.,  Professor  of  Ophthalmic  Surgery, 
Lahore  Medical  College,  Punjab,  India. 

1888  Peecival,  Archibald  Stanley,  M.B.,  B.Ch.,  Ophthal- 

mic Surgeon  to  the  Children's  Hospital,  Newcastle- 
on-Tyue;   16,  Ellison  Place,  Newcastle-on-Tyne. 

1889  Phillips,  T.,  Eoyal  Ophthalmic  Hospital,  Moorfields. 

1894  tPoPE,  R.  J.,  M.D.,  Box  497,  G.P.O.,  Sydney,  N.S.W. 
O.M.    Power,  Henry  (V.-P.),  Senior  Ophthalmic  Surgeon  to, 

and  Lecturer  on  Ophthalmic  Surgery  at,  St.  Bartho- 
lomew's Hospital ;  Consulting  Surgeon  to  the 
Westminster  Ophthalmic  Hospital ;  37a,  Great  Cum- 
berland Place,  W.  (Pres.  1890-3.  V.-P.  1882-5. 
C.  1880-2.) 
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1888  Peice,  John  A.  P.,  M.D.,  Assistant  Surgeon  to  the  Eoyal 
Berkshire  Hospital ;  124,  Castle  Street,  Eeading. 

1882  Peichakd,  Aethur  William,  Surgeon  to  the  Bristol 
Royal  Infirmary,  to  the  Bristol  Eye  Dispensary,  and 
to  the  Bristol  Asylum  for  the  Blind ;  6,  Eodney 
Place,  Clifton. 

O.M.  Peichaed,  Augustin,  Consulting  Surgeon  to  the  Bristol 
Eoyal  Infirmary  and  Eye  Dispensary  ;  4,  Chesterfield 
Place,  Clifton.     (V.-P.  1881-4.) 

1892  Peongee,  Chaeles  Eenest,  1,  Grosvenor  Terrace,  Har- 
rogate. 

O.M.  PuEVEs,  W.  Laidlaw,  Aural  Surgeon  to  Gruy's  Hospital ; 
Ophthalmic  and  Aural  Surgeon  to  the  Hospital  for 
Paralysis  and  Epilepsy  ;  20,  Stratford  Place,  Oxford 
Street,  W. 

1888  Eaint,  Adam  E.,  M.B.,  Melbourne,  New  South  Wales. 

1889  Eamsat,  a.  Maitland,  M.B.,  Surgeon  to  the  Glasgow 

Eye  Infirmary ;  15,  Woodside  Place,  Glasgow. 

1881  tEEEVE,  E.  A.,  M.D.,  Surgeon  to  the  Toronto  General 
Hospital,  and  to  the  Mercer  Eye  and  Ear  Infirmary ; 
22,  Shuter  Street,  Toronto,  Canada. 

O.M.  Eeid,  Thomas,  M.D.,  Surgeon  to  the  Glasgow  Eye  In- 
firmary, and  Lecturer  on  Ophthalmic  Medicine, 
University  of  Glasgow  ;  11,  Elmbauk  Street,  Glas- 
gow.    (V.-P.  1884-7.) 

1885  Eentox,  James  Ceawford,  M.D.,  1,  Woodside  Terrace, 
Glasgow. 

1891  Eetnolds,  Austin  Edwaed,  81,  Hornsey  Eise,  N. 

1892  EiDLEY,  Nicholas  C,  M.B.,  R.N.,  St.  Mary's  Hospital. 

1885  Egberts,  Edward,  12,  St.  John  Street,  Deansgate, 
Manchester. 

O.M.  *EoBEETSON,  D.  Aegtll,  M.D.  (Pres.),  Ophthalmic  Sur- 
geon to  the  Edinburgh  Eoyal  Infirmary;  Surgeon- 
Oculist  in  Ordinary  to  the  Queen  in  Scotland  ; 
18,  Charlotte  Square,  Edinburgh.  (V.-P.  1881-2, 
1886-9.) 
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1891  Eobeetson-Ffllaeton,  Archibald  Lotjis,  M.B.,  C.M.^ 
2,  Garscube  Terrace,  Murrayfield,  Edinburgh. 

O.M.  EocKLiFFE,  W.  C,  M.D.  (C),  Ophthalmic  Surgeon  to 
the  Hull  Royal  Infirmary;  17,  Charlotte  Street, 
Hull. 

1890  RoLSTON,  John  R.,  Ophthalmic  Surgeon  to  the  Royal 

Albert  Hospital  and  Eye  Infirmary,  Devonport ; 
5,  St.  Aubyn  Street,  Devonport. 

1891  RoPEE,  Abthue  Chaeles,  21,  East  Southernhay,  Exeter. 
1893    Ross,  J.  A.,  11,  Gordon  Street,  W.C. 

1882  fRoTH,  Reutee  E.,  42,  College  Street,  Hyde  Park,  Sydney, 
New  South  Wales. 

1893     Rowan,  John,  M.B.,  50,  Eldon  Street,  Greenock,  N.B. 

1881  fRuDALL,  J.  T.,  Surgeon  to  the  Alfred  Hospital  and  the 
Victorian  Institute  for  the  Blind,  and  Consulting 
Surgeon  to  the  Melbourne  Hospital ;  61,  Spring^ 
Street,  Melbourne,  Australia. 

1889     Ruttle,  Robeet,  Myrtle  House,  Accrington,  Lancashire. 

1888  fSANDEEs,  RiCHAED  C,  M.D.,  36,  Chowringhee,  Calcutta. 

1884  Sandfoed,  Aethur  "W.,  M.D.,  Surgeon   to   the   Cork 

Eye,  Ear,  and  Throat  Hospital ;  Lecturer  on  Oph- 
thalmology and  Otology,  Queen's  College,  Cork; 
13,  St.  Patrick's  Place,  Cork. 

1881  *Sansom,  a.  E.,  M.D.  (C),  Physician  to  the  London 
Hospital ;  Physician  to  the  North-Eastern  Hospital 
for  Children  ;  84,  Harley  Street,  W. 

O.M.  Savage,  G.  H.,  M.D.,  Lecturer  on  Mental  Diseases 
at  Guy's  Hospital ;  3,  Henrietta  Street,  Cavendish 
Square,  W.     (C.  1892-4.) 

1891  ScHOESTEiN,  Gustave,  M.D.,  Assistant  Physician  to  the 

London  Hospital ;  11,  Portland  Place. 
1888     Scott,  Kenneth  M.,  M.B.,  Ophthalmic  Surgeon  to  the 
Kasr-el-Aini    Hospital,    Egypt;    Sharia-el-Manakh, 
Cairo,  Egypt. 

1885  ScouGAL,  Edwaed  Fowlee,  M.D.,  I,  March  Wood  Road, 

Huddersfield. 

1892  Shannon,  J.  R.,  M.D.,  46,  East  31st  Street,  New  York. 
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O.M.  Shaeket,  S.  J.,  M.D.,  Assistant  Physician,  Joint  Lec- 
turer on  Pathology  and  Demonstrator  of  Morbid 
Anatomy,  St.  Thomas's  Hospital ;  2,  Portland  Place, 
W.     (S.  1885-8.     C.  1888-91.) 

1894     Shaw,  C.  E.,  M.D.,  14,  College  Square  East,  Belfast. 

1883  Shears,  Chaeles,  Surgeon  to  the  Liverpool  Eye  and  Ear 
Infirmary ;  19,  Upper  Duke  Street,  E-odney  Street, 
Liverpool. 

1892  Sheppaed,  Aethue  Mueeat,  2,  Temple  Gardens,  E.G. 
1883     SiLcocK,  A.  Q.  (C),  Surgeon  to  St.  Mary's  Hospital 

and   to  the   Royal  London    Ophthalmic   Hospital ; 
52,  Harley  Street,  W.     (S.  1889-92.) 

1893  Simpson,  R.  J.  S.,  M.B.,  Royal  Arsenal,  Woolwich. 
1891     SiNCLAiE,  "Waltee   William,  Eye  Hospital,  Birming- 
ham. 

1891  Smith,  Eeedeeick  A.  A.,  M.D.,  CM.,  Surgeon  to  the 
Cheltenham  Eye,  Ear,  and  Throat  Infirmary  ;  Port- 
land House,  Cheltenham. 

1889     Smith,  John,  M.D.,  Brycehall,  Kirkcaldy. 

O.M.  Smith,  Peiestlet,  Ophthalmic  Surgeon  to  the  Queen's 
Hospital,  Birmingham ;  34,  Paradise  Street,  Birming- 
ham.    (V.-P.  1887-90.     C.  1883-6.) 

1881  Smith,  T.  GtIlbaet,  M.D.,  Physician  to  the  London 
Hospital ;  68,  Harley  Street,  W. 

O.M.  Snell,  Simeon  (V.-P.),  Ophthalmic  Surgeon  to  the 
Slieffield  General  Infirmary  ;  17,  Eyre  Street,  Shef- 
field.    (C.  1884-7.) 

1889  Spencee,  Matthew  H.,  M.B.,  B.Ch.,  Seaman's  Hospital, 
Greenwich,  S.E. 

1889  Spicee,  Wm.  T.  Holmes,  M.B.,  Ophthalmic  Surgeon 
to  the  Victoria  Hospital  for  Children  and  Ophthal- 
mic Surgeon  to  the  Metropolitan  Hospital ;  47, 
Welbeck  Street,  W. 

O.M.  Squaee,  W.,  Surgeon  to  the  Plymouth  Royal  Eye  In- 
firmary ;  14,  Portland  Square,  Plymouth. 

1886     Stephenson,  Sydney  H.  A.,  62,  Welbeck  Street,  W. 
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1893  Stieling,  Alexandee  Williamsox,  M.D.,  317,  War- 
burton  Avenue,  Tonkers-on-Hudson,  New  York. 

1887  tSiiELiNG,  J.  W.,  M.B.,  873,  Dorchester  Street,  Montreal, 

Canada. 
0,M.  Stoet,  J.  B.  (V.-P.),  Surgeon  and  Clinical  Lecturer  on 
Ophthalmic  and  Aural  Surgery  at  St.  Mark's 
Ophthalmic  Hospital ;  Professor  of  Ophthalmic  Sur- 
gery, Eoyal  College  of  Surgeons  of  Ireland ;  6, 
Merrion  Square  North,  Dublin.     (C.  1885-8.) 

O.M.  tSiUEGE,  "W.  A.,  M.D.,  15,  Rue  Longchamp,  Nice,  Les 
Alpes  Maritimes. 

O.M.  SwAKZY,  H.  E.,  Surgeon  to  the  National  Eye  and  Ear 
Infirmary,  Dublin  ;  23,  Merrion  Square  North, 
Dublin.     (V.-P.  1880-1,  1889-92.) 

1888  Stm,  Wm.  G.,  M.D.,  Assistant  Ophthalmic  Surgeon  to 

the  Eoyal  Infirmary  ;  Junior  Ophthalmic  Surgeon 
to  the  Eye,  Ear,  and  Throat  Hospital,  Edinburgh  ; 
Surgeon  to  the  Leith  Eye  Dispensary ;  50,  Queen 
Street,  Edinburgh. 

1883  fSTMONs,  Make  Johnston,  M.D.,  Ophthalmic  Surgeon 
to  the  Adelaide  Hospital;  North  Terrace,  Adelaide, 
South  Australia. 

1886  Stmpson,  E.  Mansel,  M.D.,  Surgeon  to  the  Lincoln 
County  Hospital ;  3,  James  Street,  Lincoln. 

O.M.  Tat,  "Waeen,  Surgeon  and  Ophthalmic  Surgeon  to  the 
London  Hospital ;  Surgeon  to  the  Eoyal  London 
Ophthalmic  Hospital,  Moorfields  ;  4,  Finsbury 
Square,  E.C.     (C.  1880-2.) 

1882  Tatloe,  C.  B.,  M.D.,  Surgeon  to  the  Nottinghaai  Eye 
Infirmary  ;  9,  Park  Eow,  Nottingham. 

1891     Tayloe,  James,  M.D.,  34,  Welbeck  Street,  W. 

1889  Tayloe,  S.  J.,  M.B.,  34,  Prince  of  Wales'  Eoad,  Norwich. 

O.M.  Teale,  T.  Peidgin,  F.E.S.,  Surgeon  to  the  Leeds  General 
Infirmary;  38,  Cookridge  Street,  Leeds.  (V.-P. 
1880-1.)' 
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O.M.  Thomas,  Jabez,  Surgeon  to  the  Swansea  Hospital  and 
Eje  Infirmary  ;  Ty-Cerrig,  Swansea. 

1885     Thompson,  C.  S..  Bideford,  Devon. 

1888  Thompson,  John  Tatham,  M.B.,  Ophtbalmic  Surgeon  to 
the  Cardiff  Infirmary  and  to  the  South  "Wales  Insti- 
tute for  the  Blind  ;  24,  Windsor  Place,  Cardiff. 

1883  fToBiN,  William,  31,  Hollis  Street,  Halifax,  Nova  Scotia, 
Canada. 

1883  Tooth,  Howard  H.,  M.D.,  Physician  to  the  National 
Hospital  for  the  Paralysed  and  Epileptic  and  to  the 
Metropolitan  Free  Hospital ;  34,  Harley  Street,  W. 

O.M.  TosswiLL,  L.  H.,  Surgeon  to  the  West  of  England  Eye 
Infirmary,  28,  West  Southernhay,  Exeter. 

1890  TuENEE,  William  Aldeen,  M.B.,  13,  Queen  Anne 
Street,  W. 

O.M.  Tweedy,  John,  Ophthalmic  Surgeon  to  University  Col- 
lege Hospital,  and  Professor  of  Ophthalmic  Medicine 
and  Surgery  at  University  College  ;  Surgeon  to  the 
Eoyal  London  Ophthalmic  Hospital,  Moorfields ; 
100,  Harley  Street,  W.     (C.  1884-7.    V.-P.  1891-4.) 

1883  Uhthoff,  J.  C,  M.D.,  Surgeon  to  the  Sussex  and 
Brighton  Eye  Infirmary ;  9,  Brunswick  Place, 
Brighton. 

1894     UsHEE,  C.  H.,  M.B.,  17,  Eutland  Square,  Edinburgh. 

O.M.  Veenon,  Bowatee  J.,  Ophthalmic  Surgeon  to  St.  Bar- 
tholomew's Hospital,  and  to  the  West  London 
Hospital ;  14,  Clarges  Street,  Mayfair,  W. 

1887  Waineweight,  Benjamin,  M.B.,  Assistant  Surgeon  to 

the  Royal  Westminster  Ophthalmic  Hospital,  and 
to  the  Charing  Cross  Hospital ;  67,  Grrosvenor  Street, 
W. 

1888  Walkee,  Cteil  H.,  M.B.,  3,  Leicester  Villas,  Clifton. 
O.M.     Walkee,    G.  E.,   Surgeon  to   St.  Paul's   Eye  and  Ear 

Hospital,  Liverpool ;  45,  Eodney  Street,  Liverpool. 

1892  Walkee,  H.  Seckee,  Assistant  Ophthalmic  and  Aural 

Surgeon  to  the  General  Infirmary  Leeds ;  44a,  Park 
Square,  Leeds. 

1893  Waenee,  p.  Ashton,  10,  Brechin  Place,  S.W. 
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1893  "Warren,  H.  Gut  S.,  Mecklenburg  Lodge,  Grange 
Eoad,  Ealing. 

O.M.  Watsox,  W.  Spencer,  Surgeon  to  the  Great  Northern 
Central  Hospital  and  Royal  South  London  Oph- 
thalmic Hospital ;  7,  Henrietta  Street,  Cavendish 
Square,  W.     (C.  1883-6.) 

1893  t^EEKEs,  Charles  Jones,  "Wickham  Terrace,  Brisbane, 

Queensland. 

1887  Wells,  Arthur  P.  L.,  M.B.,  3,  Belsize  Park,  N.W. 
1885     Werner,  Louis,  M.B.,  Ophthalmic  Surgeon  to  the  Mater 

Misericordiae  Hospital ;  Assistant  Surgeon  to  the 
National  and  Eye  and  Ear  Infirmary ;  Lecturer  on 
Ophthalmology  in  the  Catholic  University ;  Exa- 
miner in  Ophthalmology  to  the  Dublin  and  Eoyal 
L^niversities  ;  22,  Ely  Place,  Dublin. 

O.M.  West,  Samuel,  M.D.,  Assistant  Physician  to  St.  Bar- 
tholomew's Hospital ;  15,  Wimpole  Street,  W.  (C. 
1888-91.) 

O.M.  *Wherrt,  G.  E.,  M.B.,  Surgeon  to  Addenbrooke's  Hos- 
pital ;  Corpus  Buildings,  Cambridge. 

1892    White,  G.  B.  Mower,  M.B.,  105,  Gower  Street,  W.C. 

1890    Williams,  Alfred  H.,  M.B.,  CM.,  The  Manor  Lodge, 

Harrow. 
O.M.    Williams,  E.,  Surgeon  to  the  Liverpool  Eye  and  Ear 

Infirmary  ;  82,  Eodney  Street,  Liverpool. 

1894  Williams,  W.  E.,  M.B.,  Portmadoc,  Carnarvonshire. 
1889     Williamson,  Geo.  E.,  Hon.  Surgeon,  and  Surgeon  to 

the  Eye  Department  of  the  Eoyal  Infirmary,  New- 
castle-on-Tyne ;  22,  Eldon  Square,  Newcastle-on- 
Tyne. 

1888  t Willis,  C.  Fancourt,  M.D.,  Quetta,  Baluchistan,  India. 

1889  Wood,  David  J.,  M.B.,  Woodburn,  Galashiels,  N.B. 

1889  Woodburn,  Wm.  H.,  42,  Sunderland  Road,  Forest  Hill, 

S.E. 
O.M.    Woodhead,  G.  Sims,  M.D.  (C),  Beverley,  Nightingale 
Lane,  Balham,  S.W. 

1890  *Wrat,  Chas.,  Bank  Chambers,  Northend,  Croydon. 


EULES. 


(Revised  June,  1893.) 


1.  Object  of  the  Societij. — The  object  of  tlie  Society  is  the  cultiva- 
tion and  promotion  of  Ophthalmology  in  the  United  Kingdom,  India, 
and  the  Colonies. 

2.  Constitution. — The  Society  shall  consist  of  Ordinary  and  Hono- 
rary members.  All  registered  medical  practitioners  of  the  United 
Kingdom,  and  all  legally  qualified  medical  men  in  India  and  the 
colonies,  whose  qualifications  are  satisfactory  to  the  Council  of  the 
Society,  shall  be  eligible  as  ordinary  members. 

3.  The  officers  of  this  Society  shall  consist  of  a  President,  four  or 
more  Vice-Presidents,  a  Treasurer,  two  Secretaries,  a  Librarian,  and 
twelve  other  members,  who  together  shall  form  the  Council  and 
manage  the  Society's  aflfairs. 

4.  Ordinary  Members. — Candidates  shall  be  proposed  on  a  form 
provided  for  the  purpose  and  signed  by  three  members  from  personal 
knowledge.  The  proposal  paper  shall  be  read  at  one  Ordinary 
Meeting,  and  the  Ballot  shall  be  taken  at  the  following  Meeting. 
No  election  shall  take  place  unless  ten  members  vote,  and  no  person 
shall  be  elected  who  does  not  obtain  four  fifths  of  the  votes  given. 

5.  Form  of  Admission  by  the  Chairman. — Members  shall  be  admitted 
personally  by  the  following  form,  after  signing  their  names  in  the 
Admission  Book,  and  paying  their  first  Annual  Subscription.  Form 
of  admission. — "  By  the  authority  and  in  the  name  of  the  Ophthal- 
mological  Society  of  the  United  Kingdom,  I  admit  you  a  member 
thereof." 

6.  Honorary  Members. — The  Council  shall  have  the  power  of  pro- 
posing for  election  as  Honorary  members  men  of  distinguished 
eminence  in  Ophthalmology,  or  in  the  sciences  bearing  upon  it. 
They  shall  be  elected  by  ballot  in  the  same  manner  as  Ordinary 
members  at  the  next  meeting.  The  Honorary  members  shall  not 
exceed  ten  in  number. 
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7.  Resignation  of  Members. — Any  member  may  retii-e  from  the 
Society  after  signifying  his  intention  in  writing  to  the  Secretaries 
and  paying  any  contribution  due  from  him. 

8.  Be-admission  of  Members. — Any  member  who  has  retired  fi-om 
the  Society  and  wishes  to  rejoin  it,  must  be  proposed,  balloted  for, 
and  admitted  in  accordance  with  Rules  4  and  5. 

9.  Expulsion  of  Members. — A  member  can  be  expelled  only  at  a 
General  Meeting  especially  called  for  that  purpose,  and  of  which  a 
written  notice  shall  have  been  sent  to  evei-y  member  at  least  four- 
teen days  previously.  At  least  ten  votes  must  be  recorded,  and  four 
fifths  shall  carry  the  expulsion. 

10.  Stibscriptions. — The  Annual  Subscription  shall  be  One  Guinea, 
payable  in  advance  in  the  month  of  October.  Each  member  on 
election  shall  pay  an  Entrance  Fee  of  One  Guinea  in  addition  to  the 
Subscription,  but  in  the  case  of  a  member  elected  at  a  meeting  of 
the  Session  subsequent  to  Easter  he  shall  not  be  required  to  pay  a 
Subscription  during  the  next  Session. 

11.  Arrears. — Any  member  whose  Subscription  is  six  months  in 
arrear  shaU  be  reminded  of  the  same  by  one  of  the  Secretaries,  and 
if  it  be  not  paid  within  the  current  year  he  shall  cease  to  be  a 
member. 

12.  Composition  Fee  for  Resident  Members. — Any  member  may  on 
entrance  pay  a  Composition  Fee  of  Fifteen  Guineas  and  be  thereby 
exempted  from  paying  any  further  Subscriptions,  such  member 
enjoying  all  the  same  rights  and  privileges  as  if  he  were  a  Subscribing 
member.  After  entrance,  the  Composition  Fee  will  be  according 
to  the  following  scale : — After  less  than  five  payments  Fourteen 
Guineas,  after  five  payments  Thirteen  Guineas,  after  ten  pay- 
ments Twelve  Guineas,  after  fifteen  payments  Eleven  Guineas,  after 
twenty  payments  Ten  Guineas,  after  Twenty-five  payments  Eight 
and  a  Half  Guineas,  after  thirty  payments  Seven  Guineas,  after 
thiry-five  payments  Five  Guineas,  after  forty  payments  Two  and  a 
Half  Guineas,  and  after  forty-five  payments  nil. 

13.  Composition  Fees  for  Non-Resident  Member's. — Any  member 
resident  out  of  the  United  Kingdom  may  pay  a  Composition  Fee 
of  Seven  Guineas  instead  of  the  Annual  Subscription,  and  will 
then  be  entitled  to  receive,  post  free,  a  copy  of  the  Society's  '  Trans- 
actions' each  year,  and  to  have  his  name  printed  in  the  list  of 
members;  but  if  at  any  time  he  subsequently  become  a  Resident 
member  of  the  Society,  the  question  of  further  payment  by  him 
shall  be  decided  by  the  Council.  N.B. — The  Composition  Fee 
will  be  held  to  include  the  Entrance  Pee  if  paid  any  time  during 
the  First  Session. 
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14.  Election  of  Officers. — The  Officers  of  the  Society  shall  be  elected 
yearly  by  Ballot  at  the  Annual  Meeting,  to  which  all  the  Ordinary 
members  shall  receive  one  week's  notice.  Balloting  lists  of  the 
names  recommended  by  the  Council  for  election  shall  be  sent  to  each 
Ordinary  member,  together  with  the  notice  of  the  Annual  Meeting. 
In  the  event  of  any  name  being  substituted  for  any  recommenda- 
tion of  the  Council,  the  election  shall  not  be  valid  unless  efifected 
by  a  majority  of  those  present  at  the  meeting.  No  member  of  the 
Council,  except  the  Treasurer  and  the  Librarian  for  the  time  being, 
shall  hold  the  same  office  for  more  than  three  consecutive  years. 
Any  ordinary  member  of  Council  who  has  been  absent  from  all  the 
meetings  of  the  Council  for  one  session  shall  not  be  eligible  for 
election  to  the  Council  for  the  ensuing  session. 

15.  Scrutineers. — Two  Scrutineers  appointed  by  the  President  at 
the  commencement  of  the  Annual  Meeting  shall  receive  the  lists 
during  the  first  hour,  and  report  the  result  to  the  President,  who 
shall  have  a  casting  vote. 

16.  President  and  Vice-Presidents. — The  President  shall  regulate 
all  the  proceedings  of  the  Society  and  Council,  state  and  put  ques- 
tions, intei'pi'et  the  application  of  the  Laws,  and  decide  any  doubtful 
points.  He  shall  check  irregularities  and  enforce  the  observance  of 
the  Laws.  He  shall  sign  the  minutes  of  General  and  Council  Meet- 
ings. In  the  absence  of  the  President  one  of  the  Vice-Presidents, 
the  Treasurer,  or  some  other  member  chosen  by  the  Meeting, 
shall  perform  his  duties. 

17.  Secretaries. — The  Secretaries  shall  manage  all  correspondence, 
shall  attend  every  meeting  of  the  Society  and  Council,  and  take 
minutes,  which  shall  be  read  at  the  following  meeting.  They  shall 
notify  to  new  members  their  election.  They  shall  arrange  with  the 
President  the  order  of  proceedings  at  all  the  meetings.  They  shall 
have  charge  of  and  keep  a  register  of  all  papers  communicated, 
and  shall  be  the  Editors  of  the  '  Transactions.' 

18.  Treastirer. — The  Treasurer  shall  receive  all  moneys  due  to  the 
Society,  and  make  all  payments  oi'dered  by  the  Council,  keeping  an 
account  of  all  such  receipts  and  payments.  He  shall  keep  a  printed 
receipt  book  for  the  subscriptions,  and  every  receipt  shall  be  signed 
by  himself  and  countersigned  by  one  of  the  Secretaries.  He  shall 
present  to  the  Annual  Meeting  a  written  Report  of  the  financial 
state  of  the  Society,  signed  by  himself  and  by  two  members  of  the 
Audit  Committee. 

19.  Librarian. — The  Librarian  shall  have  entire  charge  and  con- 
trol of  the  Library.  He  shall  purchase  books  for  the  Library  as 
opportunities  arise   at  his  discretion  out  of  the  grant  previously 
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voted  for  this  purpose  by  the  Council.  He  sliall  see  that  all  books 
belonging  to  the  Society  are  duly  entered  in  the  Catalogue,  and  that 
the  periodicals  and  pamphlets  are  from  time  to  time,  as  occasion 
may  require,  suitably  bound.  It  will  be  his  duty  to  see  that  the 
Library  Rules  are  not  infringed. 

20.  Audit  Committee. — The  President,  one  of  the  Secretaries,  and 
two  members  of  the  Society  nominated  by  the  President  at  some 
meeting  of  the  Society  previous  to  the  Annual  Meeting,  shall  form 
a  Committee  to  audit  the  Treasurer's  accounts. 

21.  Meetings  of  Council. — The  Council  shall  meet  immediately 
after  the  meetings  in  October,  January,  May,  and  June,  and  at  such 
other  times  as  they  may  be  specially  convened.  Three  shall  form 
a  quorum.  The  Council  shall  determine  questions  by  show  of  hands 
(or  by  Ballot  if  demanded),  the  President  having  in  both  cases  a 
casting  vote  in  addition  to  his  ordinary  vote.  The  Council  shall 
decide  upon  all  questions  relating  to  the  reception  of  communica- 
tions, and  to  their  publication  in  the  Society's  '  Transactions.' 

22.  Vacancies  of  Officers. — The  Council  shall  have  the  power  of 
filling  up  any  vacancies  which  may  occur  in  any  of  the  offices  of  the 
Society  between  one  Annual  Meeting  and  another. 

23.  '  Transactions.'—  A  copy  of  the  '  Transactions  '  shall  be  sent  to 
each  Ordinary  member  of  the  Society,  whose  subscription  is  not  in 
arrear,  and  a  copy  of  the  '  Transactions '  shall  be  sent  to  each 
Honorary  member  of  the  Society. 

24.  Meetings. — The  dates  of  Meeting  of  the  Society  shall  be, 
unless  otherwise  determined  by  the  Council,  the  third  Thursday  in 
October,  the  second  Thursday  in  November  and  December,  the  last 
Thursday  in  January,  the  second  Thursday  in  March,  the  first 
Thursday  in  May,  and  the  second  Thursday  in  June.  The  Annual 
General  Meeting  shall  be  held  on  the  Friday  after  the  first  Thurs- 
day in  July.  The  Ordinary  Meetings  shall  be  held  from  S.30  to 
10  p.m.,  but  the  meeting  may  be  prolonged  to  a  given  time  on  the 
proposal  of  a  membei",  duly  seconded  and  carried  by  a  show  of 
hands, 

25.  Visitors. — Each  member  may  introduce  two  members  of  the 
Medical  Profession  as  visitors,  who  shall  sign  their  names  in  the 
attendance  book,  opposite  to  the  name  of  the  member  introducing 
them. 

26.  Business  at  Ordinary  Meetings. — The  business  at  Ordinary 
meetings  shall  consist  during  the  first  half  hour  in  the  discussion 
of  cases  and  specimens  shown  by  card,  after  which  the  papers  shall 
be  read  and  discussed. 

27.  Card  Cases  and  Specimens. — Card  cases,  etc.,  may  be  shown 
during  the  half-hour  preceding  the  meeting ;  they  must  be  described 
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on  cards  provided  for  the  purpose,  and  the  description  must  include 
all  particulars  intended  for  publication. 

28.  Order  of  Communications. — Communications  shall  be  taken  in 
the  oi'der  in  which  they  have  been  sent  in  to  the  Secretaries,  sub- 
ject to  the  discretion  of  the  President.  No  communication  shall 
occupy  more  than  twenty  minutes  in  the  reading,  and  in  the  sub- 
sequent discussion  of  it  no  member  shall  speak  more  than  once  or 
for  more  than  ten  minutes.  If  an  author  be  not  present  when  the 
time  arrives  for  his  communication  to  be  read,  it  shall  be  dealt  with 
as  the  President  may  direct. 

29.  All  papers  must  be  sent  to  the  Secretaries  at  least  one  week 
before  the  meeting,  together  with  an  abstract  suitable  for  immediate 
publication  in  the  journals.  "When  possible,  notice  should  be  given 
relating  to  card  cases,  &c.  All  papers  read  before  the  Society  shall 
be  deemed  the  exclusive  property  of  the  Society,  and  if  published 
elsewhere  by  the  author  without  the  express  permission  of  the 
Council  shall  thereby  be  disqualified  for  admission  into  the  Society's 
'  Transactions.' 

30.  Committee  of  Reference. — Six  members  of  the  Society  shall  be 
chosen  annually  by  the  Council  to  act  with  the  Secretaries  as  a 
Committee  of  Reference,  and  any  communication  to  the  Society  may 
be  i-eferred  by  the  Secretaries  to  two  or  more  members  of  such  Com- 
mittee of  Reference,  for  the  purpose  of  considering  the  fitness  of 
the  communication  in  question  to  be  read  before  the  Society,  or 
to  be  published  in  the  Society's  '  Transactions.' 

31.  Alteration  of  Laws. — Nothing  relating  to  the  Laws  or  manage- 
ment of  the  Society  shall  be  considered  at  Ordinary  Meetings. 

32.  Business  at  Annual  Meeting. — The  Annual  General  Meeting 
shall  be  convened  by  special  summons ;  ten  shall  form  a  quorum. 
The  business  shall  consist  in  the  Election  of  Officers,  the  presenta- 
tion and  adoption  of  the  Annual  Report,  and  the  discussion  of 
any  proposed  alteration  of  the  Rules,  notice  of  which  shall  be 
given  in  the  summons  convening  the  meeting.  No  alteration  in 
the  Rules  shall  be  adopted  unless  four  fifths  of  the  votes  are  given 
in  its  favour. 

33.  Special  General  Meeting. — A  special  General  Meeting  may  br 
called  at  any  time,  on  one  week's  notice,  by  the  President  or  any 
three  members  of  the  Council,  or  on  the  requisition  of  fifteen 
members  of  the  Society.  The  nature  of  the  business  to  be  trans- 
acted at  such  meetings  shall  be  specified  in  the  summons  sent  to 
each  member  of  the  Society,  and  no  other  business  shall  be  consi- 
dered. 
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1.  The  Library  shall  be  open  at  the  same  hours  as  that  of  the 
Medical  Society,  viz.  from  1  p.m.  to  6  p.m.  daily,  except  on  Saturdays, 
when  it  will  be  closed  at  3  p.m. 

2.  Members  will  be  entitled  to  read  the  books  belonging  to  the 
Society  at  11,  Chandos  Street,  between  those  hours,  or  to  take  them 
out  on  signing  a  book  provided  for  that  purpose.  But  any  books  of 
extraordinary  value  may  be  placed  by  the  Council  on  a  separate  list, 
such  books  not  being  allowed  to  be  removed  from  the  Library, 

3.  A  large  number  of  the  current  periodicals  will  be  accessible  to 
Members  in  the  Library.  These  will  not  be  allowed  to  be  taken  out 
of  the  Library. 

4.  A  book  must  be  returned  at  the  expiration  of  a  fortnight  if 
wanted  by  any  other  Member.  The  Librarian  will  in  such  a  case 
write  to  the  Member  in  whose  name  the  book  was  taken  out. 

5.  If  the  book  be  not  returned  within  four  days  of  such  notice 
a  fine  of  6d.  will  be  charged  for  each  day  that  the  book  is  retained 
beyond  such  days  of  grace. 

6.  Instruments  and  drawings  cannot  be  taken  out  of  the  Library 
except  with  the  expi*ess  pei'mission  of  the  Council. 

7.  A  Member  taking  out  a  book  will  be  held  responsible  for  its 
being  returned  in  good  condition. 


THE   BOWMAN   LECTURE. 

Resolution  of  Council,  September  \8th,  1883. 


•'  That  in  recognition  of  Mr.  Bowman's  distinguished  scientific 
position  in  ophthalmology  and  other  branches  of  Medicine,  and  in 
commemoration  of  his  valuable  services  to  the  Ophthalmological 
Society,  of  which  he  was  the  first  President,  the  Council  shall  each 
year,  or  periodically,  nominate  some  person  to  deliver  a  lecture  before 
the  Society,  to  be  called  '  The  Bowman  Lecture,'  which  shall  consist 
of  a  critical  resume  of  recent  advances  in  ophthalmology  or  in  such 
subject  or  subjects  as  the  Council  shall  select,  or  of  any  original 
investigation,  and  shall  be  delivered  at  a  special  Meeting  of  the 
Society  held  for  the  purpose,  at  which  no  other  business  shall  be 
transacted." 
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THE 

CONTRIBUTIONS    OF    OPHTHALMOLOGY 
TO  GENERAL  MEDICINE  ; 

BEING 

THE    PRESIDENTIAL    ADDRESS 

Delivered  before  the  Ophthalmological  Society  of  the  United 
Kingdom  at  its  first  vieetiiig  in  the  Session  1893-4, 

By  D.  Argyll  Robertson. 


My  first  and  most  pleasing  duty  on  taking  the  chair  is 
to  tender  you  my  most  sincere  thanks  for  the  great 
honour  you  have  conferred  on  me  in  electing  me  your 
President,  an  honour  which  I  feel  to  be  quite  beyond  my 
deserts,  and  which  I  have  accepted  with  the  greatest 
diffidence.  I  appreciate  fully  the  kindly  compliment  that, 
by  my  election,  is  paid  to  those  members  of  the  Society 
who  do  not  reside  in  London,  and  whom  I  may  be  said  to 
represent.  I  think  it  is  very  fitting  that  a  President  should 
occasionally  be  chosen  from  the  ranks  of  the  non-resident 
members  as  a  testimony  to  the  representative  character  of 
the  Society,  embracing  as  it  does  all  interested  in  ophthal- 
mology throughout  the  United  Kingdom. 

That  I  should  have  the  honour  of  being  the  first 
member  so  promoted   I  regard  as  a  tribute  to  the  merits 
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2  PRESIDRNT  S    ADDRKSS. 

of  the  Northern  Metropolis  which,  in  medical  matters,  has 
long  enjoyed  so  great  a  fame,  and  which  is  to  be  the 
place  of  meeting  of  the  International  Ophthalmic  Congress 
next  year. 

In  accepting  the  office  and  responsibilities  of  President 
I  do  so  trusting  that  you  will  in  your  kindness  overlook 
the  imperfections  that  I  fear  may  characterise  the  dis- 
charge of  the  duties  devolving  upon  me  in  the  chair. 

My  anxieties  connected  with  the  position  ai*e  not 
lessened  by  the  consideration  that  the  chair  has  in  the 
past  been  occupied  by  a  series  of  men  esteemed  and 
renowned  as  leaders  in  British  ophthalmolog-y — men  for 
whose  work  I  entertain  the  most  profound  respect.  To 
hold  a  presidentship  which  has  been  graced  by  Bowman, 
Jonathan  Hutchinson,  Hulke,  Hughlings  Jackson,  and 
Power,  fills  me  with  apprehension.  But,  gentlemen,  as 
I  have  undertaken  the  task  I  will  do  the  best  I  can, 
relying  upon  your  courtesy  and  consideration. 

The  late  Sir  William  Bowman. — You  will  allow  me  to 
embrace  the  opportunity  presented  by  this  enumeration  to 
refer  to  the  magnitude  of  the  loss  which  the  Society'  has 
sustained  in  the  death  of  her  first  President.  In  the  death 
of  Sir  William  Bowman  the  whole  world  of  medicine  has 
lost  one  of  its  brightest  ornaments.  His  name  must  be 
imperishably  associated  with  histological  research,  with 
the  scientific  study  of  modern  physiology,  with  the  prac- 
tical outcome  of  a  wide  perception  and  firm  grasp  of  the 
principles  of  medicine  and  surgery,  as  well  as  with  our 
own  speciality  which  he  so  greatly  adorned.  By  his 
counsel  our  Society  pi'ofited  much  at  its  inauguration,  and 
he  always  took  a  deep  interest  in  its  welfare.  His  gene- 
rosity placed  the  Society  in  a  position  much  more  satis- 
factory than  most  societies  of  the  kind  enjoy,  for  he  not 
only  contributed  towards  museum  and  other  wants,  but 
liberally  supplied  a  permanent  endowment. 

I  may  assume  that  you  arc  all  fauiiliar  with  his  many 
important  contributions  to  the  science  and  art  of  ophthal- 
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mology,  .and  it  would  be  out  of  place  for  mo  to  enumerate 
them  here.  Most,  I  mi  "•lit  say  all,  whom  I  now  address 
can  boast  a  personal  knowledge  of  Bowman,  can  recall  his 
courteous  demeanour,  his  keen  glance,  his  winning  smile, 
his  shrewd  practical  insight,  particularly  in  obscure  cases, 
his  dexterous  operative  skill. 

I  often  recall  to  memory  the  cliniques  at  Moorfields  of 
olden  time,  when  on  the  Tuesdays  and  Fridays  strangers 
from  all  parts  of  the  world  interested  in  ophthalmic 
surgery  flocked  to  attend  the  practice  of  Bowman  and 
Critchett — names  always  united  in  this  connection — and 
to  witness  the  perfection  of  neatness  and  skill  with  which 
the  operations  were  performed.  Bowman  and  Critchett 
are  gone,  but  their  work  and  the  force  of  their  example  sur- 
vive, and  have  borne  excellent  fruit  in  the  band  of  scien- 
tific workers  and  practical  surgeons  that  have  succeeded 
them. 

This  Society  has  very  fittingly  indicated  the  high 
esteem  in  which  its  first  President  was  held  by  electing 
him  an  Honorary  Member  and  by  instituting  the  Bowman 
Lectureship — the  highest  honours  this  Society  conld 
confer. 

I  rejoice  to  be  able  to  congratulate  the  Society  on  its 
continued  prosperity.  The  number  of  ordinary  members 
has  steadily  increased,  from  141  who  were  enrolled  during 
the  first  year  of  its  existence,  to  305  the  number  on  our 
present  list.  The  widespread  interest  taken  in  our  spe- 
cialty is  indicated  by  the  circumstance  that  our  Society 
includes  not  merely  practising  oculists,  but  also  neuro- 
logists, physiologists,  consulting  physicians  and  surgeons, 
and  many  medical  men  engaged  in  general  practice. 

It  is  one  of  the  great  advantages  of  this  Society  that 
any  subject  that  comes  up  for  discussion  may  thus  be 
viewed  in  such  a  variety  of  ways  according  to  the  lines  of 
thought  and  practice  of  members  interested  in  such 
varied  departments  of  medicine  and  surgery. 

Fain  would  I,  gentlemen,  having  said  all  I  intend,  so 
far  as  matters  personal   to   myself   and    the    Society   are 
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concerned,  resume  my  seat  and  invite  j'ou  to  proceed  to 
the  practical  business  of  this  evening,  but  unfortunately- 
custom — despotic  custom — demands  or  at  any  rate  expects 
that  your  newly-elected  President  should  in  his  intro- 
ductory remarks  touch  upon  some  subject  of  more  general 
interest.  After  considerable  doubt  and  hesitation  I  have 
come  to  the  conclusion  that  a  few  remarks  on  the  services 
that  ophthalmology  has  rendered  to  general  medicine 
and  surgery  in  respect  of  treatment  of  disease  might  be 
appropriate  to  this  occasion. 

Errors  of  Refraction  and  Nervous  Disorders. — The 
contributions  which  our  specialty  has  made  to  general 
medicine  in  regard  to  diagnosis  and  prognosis  are  uni- 
versally recognised,  and  have  been  made  the  subject  of 
many  addresses  and  even  of  important  works  ;  but  I  ven- 
ture to  think  that  our  specialty  has  contributed  not  a 
little  towards  the  progress  of  medicine  in  resjiect  of  the 
treatment  of  disease,  and  I  propose  to  refer  shortly  to  a 
few  of  the  practical  benefits  thus  rendered  to  general 
medicine. 

I  have  at  the  outset  to  acknowledge  that  as  regards  the 
treatment  of  disease — the  end  and  object  of  all  our  labours 
— the  benefits  confein-ed  by  ophthalmology  are  few  and  small 
compared  with  those  which  refer  more  particularly  to 
diagnosis.  But  inasmuch  as  a  correct  diagnosis  is  an 
essential  preliminary  to  successful  treatment,  even  in  this 
indirect  way,  our  specialty  may  claim  to  have  accomplished 
something.  But  it  is  more  particularly  the  direct  thera- 
peutic services  rendered  by  ophthalmology  that  I  desire 
to  consider. 

And  first  of  all  we  may  claim  that  ophthalmology  has 
suggested  lines  of  treatment  which  have  proved  of  the 
greatest  service  in  remedying  conditions  otherwise  difficult 
of  alleviation  or  cure. 

We  have  instances  of  this  in  the  cure  of  headaches  of 
neuralgic  type,  found  intractable  even  under  prolonged 
general  medical  treatment,  sometimes  attended  by  such 
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severe  gastric  disturbance  and  grave  general  symptoms  of 
malaise  as  to  lead  to  the  suspicion  of  the  possible  exist- 
ence of  serious  cerebral  lesion,  and  yet  in  which  the 
adaptation  of  suitable  spectacles  to  correct  an  error 
of  refraction,  or  the  performance  of  an  operation  on 
the  muscles  to  overcome  some  latent  tendency  to  mis- 
direction of  the  eyes,  will  serve  to  dispel  all  the  serious 
symptoms,  and  bring  peace  and  comfort  to  the  patient. 

Cases  of  this  kind  of  a  more  or  less  severe  type 
have  long  been  familiarly  known  to  all  oculists,  but  it  is 
only  comparatively  lately  that  the  profession  as  a  whole 
has  recognised  the  extent  to  which  such  conditions  pre- 
vail, and  the  benefit  that  may  result  from  such  simple 
measures. 

That  even  epilepsy  may  in  some  instances  be  produced 
by  ocular  strain  has  been  and  is  maintained  by  some  ;  and 
without  going  so  far  as  to  adopt  this  view,  I  think  I  am 
amply  warranted  in  saying  that  in  some  cases  of  epilepsy 
the  fits  may  at  any  rate  be  aggravated,  if  not  induced,  by 
uncorrected  refractive  error. 

The  Surgery  of  the  Tendons. — As  my  next  example  I 
shall  select  the  treatment  of  certain  muscular  disabilities 
by  the  shortening  of  tendons.  The  ophthalmic  surgeon 
has  for  long  been  accustomed  to  improve  the  movements 
of  the  eyeball  in  some  conditions  by  the  operation  known 
as  "  advancement ''  of  the  tendons  ;  while  the  general 
surgeon,  although  long  accustomed  to  deal  with  muscular 
deformities  by  cutting  tendons  through,  is  only  now  learn- 
ing from  us  to  deal  with  the  elongated  and  weakened 
muscle  after  our  methods. 

My  friend  and  colleague  Professor  Chiene  tells  me  that 
he  is  accustomed  to  point  this  out  to  his  class,  and  that 
he  has  employed  an  operation  for  shortening  the  tendons 
in  practice  with  some  measure  of  success.  And  I  observe 
from  the  current  number  of  the  '  British  Medical  Journal ' 
that  some  American  surgeons  are  following  the  British 
example  and  working  in  this  line. 
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CocAiN. — As  my  next  example  I  shall  select  a  tliem- 
peutic  agent  mainly  introduced  by  oplitlialmic  surgeons. 
I  refer  to  the  employment  of  cocaiu  as  a  local  anaes- 
thetic. It  is  true  that  cocain  was  first  used  as  a  local 
anaesthetic  in  laryngeal  surgery,  but  a  more  general  know- 
ledge of  the  efficacy  of  the  drug  in  producing  local  anaes- 
thesia during  operations,  its  applicability  by  hypodermic 
injection  to  operations  on  the  surface  of  the  body,  and  its 
value  in  allaying  pain  in  many  irritable  conditions,  dates 
from  its  general  employment  in  ophthalmic  practice.  I 
do  not  think  I  exaggerate  the  benefits  derived  from  the 
use  of  cocain  when  I  claim  that  by  its  employment  in 
place  of  a  general  anaesthetic  in  many  thousand  cases 
several  lives  have  probably  been  saved,  as  experience  has 
shown  that  a  large  proportion  of  the  deaths  from  chloro- 
form have  occurred  where  the  surgical  operations  to  be 
performed  were  minor  ones. 

Ophthalmology  as  a  Therapeutic  Testing-ground. — 
Apart  from  services  such  as  these,  I  should  like  to  observe 
that  ophthalmology  has  afforded  a  testing-ground  for  not 
a  few  remedies  of  repute.  This  is  quite  what  might  be 
expected  when  we  consider  that,  in  consequence  of  its 
peculiarity  of  structure,  the  eye  affords  an  opportunity  of 
watching  the  effect  of  treatment  on  deeper  seated  tissues 
such  as  is  presented  by  no  other  part  of  the  body. 

Mercury. — Thus,  in  regard  to  the  effect  of  mercurial 
treatment  in  syphilitic  aff'ectiuiis,  it  may  be  justly  claimed 
that  the  eye  has  been  the  ground  on  which  the  value  of 
the  remedy  has  been  tested.  Anyone  who  has  seen  an 
inflammatory  thickening  of  the  iris  of  syphilitic  origin, 
which  had  resisted  treatment  for  weeks,  steadily  disappear 
as  the  mercury  was  cautiously  pushed,  must  necessarily 
have  faith  in  the  employment  of  the  drug  in  similar  in- 
flammations of  other  parts.  He  who  has  watched  a 
syphilitic  choroiditis  yield  under  the  same  conditions  has 
his  faith  further  streiigtheueil,  and  1  fancy  that  we  might 
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search  in  vain  among  ophthalmologists  for  sceptics  on  this 
subject.  When  ophthalmic  demonstrations  are  so  readily 
accessible  to  members  of  the  profession,  it  fills  me  and 
some  of  my  friends  with  indignation  to  find  practitioners 
of  repute  calmly  pooh-poohing  the  employment  of  mer- 
cury in  syphilis.  Admittedly  damage  was  done  by  the 
remedy  when  it  was  employed  with  reckless  unwisdom, 
but  to  withhold  it  in  our  present  state  of  knowledge  may, 
in  my  judgment,  be  justly  condemned  as  malpraxis. 

Local  Depletion. — Another  example  is  afforded  by  the 
demonstration  of  the  beneficial  effects  of  local  depletion. 
These  are  nowhere  more  marked  than  in  the  acute  deeper 
seated  inflammatory  affections  of  the  eye.  There  are  few, 
if  any,  ophthalmic  surgeons  who  cannot  recall  instances  of 
great  and  immediate  relief  experienced  by  the  patient 
suffering  from  acute  iritis,  cyclitis,  or  glaucoma,  from  the 
application  of  a  few  leeches  to  the  temple.  Not  merely 
does  the  patient  obtain  mitigation  of  pain,  but  the  inflam- 
matory injection  of  the  eye  is  reduced,  and  often  local  appli- 
cations which  previously  failed  to  produce  much  benefit, 
after  the  bleeding  prove  rapidly  eflficacious.  I  desire  to 
record  my  opinion  very  strongly  in  favour  of  local  deple- 
tion in  such  cases,  as  I  fear  there  is  a  tendency  even  at 
the  present  day  to  underrate  the  advantages  that  may  be 
obtained  by  this  remedy.  This  view  is  strengthened  by 
a  statement  made  to  me  by  Messrs.  Duncan  and  Flock- 
hart,  the  chief  druggists  in  Edinburgh,  with  regard  to 
the  demand  for  leeches  at  the  present  time.  They  inform 
me  that  forty  years  ago  they  paid  for  ten  times  the 
number  of  leeches  in  the  course  of  the  year  that  they  do 
now.  When  it  is  considered  that  the  business  of  this 
firm  has  greatly  increased  in  the  course  of  these  years,  and 
also  that  a  large  number  of  druggists  who  formerly 
imported  leeches  do  not  do  so  now,  but  get  any  supply 
they  need  from  one  or  two  firms  who  do,  it  is  at  once 
evident  that  the  employment  of  leeches  has  fallen  greatly 
into    disuse.      There   is  no  question   that    depletion   both 
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local  and  general  was  abused  in  olden  days,  but  there  may 
be,  and  in  my  opinion  is,  an  unwarranted  neglect  of  that 
most  powerful  and  valuable  remedy  at  the  present  time. 
I  readily  recall  an  instance  of  the  great  benefit  of  leech- 
ing in  the  case  of  an  eminent  professional  friend  to  whom 
I  was  called  in  consultation,  who  had  been  affected  with 
acute  rheumatic  cyclitis  for  a  fortnight,  and  whose  suffer- 
ings, especially  at  night,  had  been  extreme,  only  partially 
relieved  by  opiates,  in  whom  the  usual  local  applications 
had  been  employed  without  avail,  and  where,  on  the  appli- 
cation of  a  few  leeches  to  the  temple,  the  most  welcome 
relief  was  obtained.  As  the  blood  was  withdrawn  by  the 
leeches  pain  subsided,  and  delicious  soothing  sleep  ensued. 
As  he  himself  expressed  it,  he  would  ever  after  include 
leeches  among  his  best  friends. 

CouNTER-iKRiTATiON. — Another  example  of  a  somewhat 
discredited  method  of  treatment  is  that  of  counter- 
irritation.  Blisters,  like  leeches,  can  scarcely  be  ranked 
among  agreeable  remedies,  but  my  experience  as  an  oculist 
has  convinced  me  of  their  value  also. 

I  appeal  to  your  experience  as  to  the  effect  of  counter- 
irritation  in  subacute  corneal  inflammations  and  ulcerations. 
Have  you  not  found  its  action  as  striking  in  them  as  the 
surgeon  is  accustomed  to  find  it  in  the  somewhat  analo- 
gous condition  of  inflammation  and  ulceration  of  articular 
cartilages  ?  But  I  think  something  further  may  be  learnt 
from  studying  the  effects  of  different  methods  of  pro- 
ducing countor-irritation  in  corneal  affections.  As  the 
result  of  clinical  experience  and  observation  I  am  inclined 
to  believe  that  the  efficiency  of  counter-irritation  very 
much  depends  upon  the  relation  of  the  part  blistered  to 
the  inflamed  organ.  In  other  words,  to  produce  a  thorough 
effect  the  region  of  irritation  must  bear  some  close  and 
definite  nervous  relationship  to  the  part  inflamed.  We 
are  not  yet  able  from  anatomical  considerations  to  fix  on 
these  regions,  and  it  is  only  clinical  experience  or 
experituciital   investigation     that    will    serve    as   a   guide. 
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Thus  I  am  convinced  that  irritation  produced  in  the  eye- 
lids has  a  luucli  more  subtle  influence  in  altering  the 
vascular  condition  of  an  inflamed  eye  than  an  irritant 
application  to  the  temporal  or  post-aural  regions.  I  have 
often  had  cases  that  had  been  subjected  to  the  applica- 
tion of  fly  blisters  to  the  temple  or  behind  the  ear,  or 
even  had  a  seton  introduced  over  the  zygoma  with  com- 
paratively little  benefit,  but  where  blistering  of  the  eyelid 
was  followed  by  rapid  and  marked  improvement. 

If  you  will  bear  with  me  I  would  like  to  describe  a 
method  of  counter-irritation  that  has  been  employed  in 
Edinburgh  for  at  any  rate  above  thirty  years,  and  which 
is  to  my  mind  by  far  the  most  efficient.  It  consists  in 
moistening  the  skin  of  the  upper  lid  and  then  rubbing  a 
stick  of  lunar  caustic  three  or  four  times  across  the 
moistened  surface.  Within  a  few  minutes  a  burning  pain 
is  experienced  in  the  lid,  the  skin  becomes  reddened,  and 
the  lid  cedematous,  while  the  epidermis  at  the  part  to 
which  the  caustic  was  applied  presents  an  ashy  grey  tint. 

The  severe  pain  lasts  from  half  an  hour  to  an  hour,  but 
the  surface  of  the  lid  remains  tender  to  the  touch  for  two 
or  three  days.  The  oedema  speedily  subsides.  A  black 
crust  consisting  of  the  deadened  epidermis  tinted  by  the 
silver  forms  on  the  surface,  but  is  cast  off  in  the  course 
of  six  or  eight  days,  and  leaves  no  permanent  mark 
behind.  I  am  willing  to  admit  that  some  of  the  beneficial 
effect  may  be  attributable  to  the  rest  of  the  eye  and 
freedom  from  friction  produced  by  the  oedema  of  the  lid, 
and  also  in  part  to  the  circumstance  that  the  tender 
surface  of  the  lid  prevents  the  patient  constantly  rubbing 
the  eye  ;  but  I  am  inclined  to  view  the  intimate  nervous 
relationship  between  the  lid  and  the  globe  as  the  main 
explanation  of  the  great  advantage  that  results  from  this 
form  of  counter-irritation. 

Let  general  physicians  and  surgeons  who  stand  in  doubt 
as  to  the  utility  of  blisters  observe  for  a  few  weeks  their 
value  in  eye  cases,  and  I  think  they  will  soon  have  their 
doubts  resolved. 
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Antiseptics. — As  regards  the  determination  of  the 
value  of  various  antiseptic  substances,  the  eye  affords  a 
field  for  inquiry  unequalled  by  any  other  part  of  the  body. 
A  healing  process  that  will  suffice  for  all  purposes  in  a 
wound  of  the  skin  may  in  the  cornea  leave  so  dense  a 
cicatrix  as  to  materially  diminish  or  entirely  frustrate  the 
beneficial  result  of  an  operation.  To  obtain  a  perfect 
result  the  tissues  during  the  healing  process  must  remain 
aseptic.  Hence  the  extensive  investigations  that  have 
already  been  made  by  ophthalmic  surgeons — investiga- 
tions that  have  materially  advanced  the  knowledge  of  the 
profession  as  to  the  relative  value  of  different  antiseptics. 

In  connection  with  this  matter  I  may  be  allowed  to 
refer  to  my  experience  of  the  antiseptic  properties  of 
nitrate  of  silver— a  substance  which  unfortunately,  on 
account  of  its  irritant  properties,  its  liability  to  decom- 
position, and  its  tendency  to  stain,  may  never  be  exten- 
sively employed  as  a  simple  antiseptic.  Its  antiseptic 
virtue,  however,  I  can  fully  substantiate  from  the  follow- 
ing experience. 

Many  years  ago  I  was  siirgeon  to  the  Edinburgh  Eye 
Dispensary,  in  Avbich  institution  at  that  time  the  surgeon 
occupied  a  seat  in  front  of  a  desk  on  which  were  stationed 
various  bottles  containing  solutions  for  application  to  the 
eyes.  Among  others  there  were  three  bottles  with 
solutions  of  nitrate  of  silver  of  different  strengths — that 
of  ten  grains  to  the  ounce  being  the  one  most  commonly 
used.  Each  of  these  bottles  was  furnislicd  with  a  camel- 
hair  brush,  which  was  allowed  to  remaiu  iu  the  solution. 
Most  cases  of  conjuuctival  infiammation  that  were  at  all 
severe  had  a  little  of  the  caustic  solution  applied  to  the 
conjuuctiva,  and  iu  all  cases  the  same  brush  was  used. 
Now  in  those  days  cases  of  purulent  ophthalmia,  particu- 
larly in  the  infant,  were  not  very  rare,  and  I  have  often 
in  applying  the  nitrate  of  silver  brushed  off  some  of  the 
purulent  secretion,  replaced  the  brush,  with  the  septic 
matter  attached  to  it,  iu  the  bottle,  and  in  the  course  of 
a    few   minutes   used  the    same    brush    and   solution    to  a 
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simple  conjunctival  case.  Yet  in  no  instance  did  inocu- 
lation occur.  I  confess  I  Avas  taken  aback  the  first  time 
I  saw  my  late  colleague  Mr.  Walker  act  in  this  way,  but 
he  assured  me  he  had  done  it  for  years  without  any  bad 
result,  and  my  observation  afterwards  confirmed  his. 

This  experience  led  me  to  put  considerable  faith  in  the 
employment  of  nitrate  of  silver  solution  in  the  early  stage 
of  septic  inflammation  following  an  operation — from  which 
application  I  have  in  many  instances  obtained  consider- 
able benefit.  This,  however,  like  almost  all  of  our  most 
efficient  antiseptics,  only  acts  on  the  surface,  and  does  not 
readily  sink  into  the  tissues  and,  as  it  were,  follow  after 
the  septic  germs  to  destroy  them.  No  doubt  pyoktanin 
solution  (for  the  introduction  of  Avhich  agent  into  practice 
we  are  indebted  to  an  oculist)  does  penetrate  the  tissues, 
but  it  appears  to  be  a  feeble  antiseptic,  and  thus  fails  to 
effect  the  wonderful  works  ascribed  to  it  when  first 
brought  forward.  I  am,  however,  inclined  to  attribute 
considerable  beneficial  effects  to  its  employment  in  some 
cases  of  sympathetic  ophthalmia,  and  think  this  drug 
worthy  of  being  further  tested — perhaps  in  considerably 
stronger  solutions  than  are  usually  recommended. 

Rest;  Atropine;  Massage. — As  regards  the  therapeutic 
effects  of  rest  little  is  needed  in  the  Avay  of  demonstration. 
Its  value  is  recognised  in  all  departments  of  medicine. 
In  the  eye  we  have  abundant  instances  of  it,  one  of  the 
most  striking  perhaps  being  the  restoration  of  the  visual 
function  under  dark  goggles  or  shades  in  those  cases 
where  the  function  of  the  retina  has  been  exhausted  by 
over-stimulation  by  exposure  to  bright  glare,  and  the 
condition  of  functional  nyctalopia  has  been  produced. 

The  benefit  arising  from  the  use  of  atropine  in  cases  of 
iritis  or  cyclitis  may  too,  at  any  rate  in  part,  be  viewed 
as  illustrative  of  the  beneficial  influence  of  rest  effected  by 
paralysing  the  inflamed  muscles. 

I  might  refer  to  the  demonstration  of  the  curative 
effects    of    massage    by    the    promotion    of    absorption    in 
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chronic  scleritis  and  some  corneal  opacities,  to  the  evidence 
of  the  value  of  iodides  in  tertiary  sj'philis  as  seen  in 
specific  inflammatory  affections  of  retina  and  choroid,  or 
of  salicin  in  rheumatic  inflammations  of  sclerotic  or  iris  ; 
but  I  think  I  have  advanced  enough  evidence  to  prove 
that  ophthalmology  has  already  rendered  considerable 
service  to  general  medical  and  surgical  therapeutics,  and 
that  the  eye  is  a  most  favourable  field  for  the  investigation 
of  many  therapeutic  problems. 

What  has  been  in  the  past  will  be  in  the  future,  and  I 
trust  the  day  may  never  come  when  specialties  shall  not 
remain  in  closest  touch  with  each  other,  and  all  with 
general  medicine  and  surgery. 


REPORTS. 


I.  DISEASES  OF  THE  EYELIDS. 

1.    Note  wpon  a  form  of  congenital  trichiasis. 
By  Sydney  Stephenson. 

The  cases  of  trichiasis  which  I  show  this  evening  are 
well-marked  examples  o£  a  condition  not  altogether  un- 
common among  children. 

The  patients,  aged  six  and  seven  years  respectively, 
are  brothers.  In  the  younger,  both  eyes  are  affected, 
while,  in  the  elder,  one  eye  alone  is  the  subject  of  defor- 
mity. In  both,  the  misdirected  cilia  have  given  rise  to 
a  train  of  secondary  symptoms  :  the  eyes  are  reddened, 
they  water  on  slight  occasion,  and  the  epithelium  covering 
the  lower  third  of  each  cornea  is  thickened  and  cloud}'. 
Fui'ther,  the  younger  patient  has  been  tormented  for  the 
last  two  years  by  a  succession  of  minute  corneal  ulcers. 

A  third  brother,  whom  I  have  examined,  shows  not  a 
trace  of  trichiasis.  Two  other  brothers  died  in  infancy, 
but  neither  had  any  peculiarity  of  the  eyelid.  The 
mother  assures  me  that  nothing  of  the  same  kind  has 
been  observed  among  other  members  either  of  her  own 
or  of  her  husband's  family.  She  says,  moreover,  in  her 
homely  but  expressive  phrase,  that  the  eyes  of  my  two 
patients  "  have  looked  fat "  ever  since  they  were  born. 
Her  remark  may  be  taken,  I  think,  as  good  evidence 
that  the  condition  is  congenital. 
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Speaking  general!}',  tho  appearances  of  this  congenital 
malformation  vary,  as  might  be  expected,  according  to 
its  extent.  In  ordinary  cases,  the  nasal  third  or  there- 
abouts of  the  free  border  of  the  lower  lid  is  concealed 
by  a  fold  of  skin,  which  is  derived  from  tho  tissues  at 
the  inner  commissure,  and  runs  horizontally  outwards, 
anterior  and  parallel  to  the  intermarginal  space.  In 
more  marked  examples,  this  fold  may  hide  from  view 
the  inner  two  thirds  or  even  the  entire  length  of  that 
space.  The  caruncle  is  not  concealed.  The  position 
of  the  lashes  is  subject  to  considerable  variation.  For 
instance,  they  may  be  pushed,  as   it  were,    upwards    and 

Fia. 1. 


outwards  and  upwards  and  inwards  by  the  cutaneous 
fold, — without,  however,  coming  into  actual  contact  with 
the  eye  itself.  On  the  other  hand,  few  or  many  lashes 
may  be  directed  tOAvard  the  globe,  and  thus  give  rise  to 
irritation  both  of  cornea  and  of  bulbar  conjunctiva.  The 
cilia  themselves  appear  to  be  normal  in  all  respects  save 
as  regards  their  direction.  At  the  same  time,  after 
repeated  epilation  they  may  become  line,  pale,  and 
downy,  as  may  be  readily  observed  in  the  younger  of 
my  two  patients.  The  intermarginal  space  is  almost 
normally  placed, — that  is  to  say,  it  looks  upward,  and  per- 
haps very  slightly  backwards. 
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The  deformity  becomes  much  more  conspicuous  when 
the  patient  looks  down  ;  and  when  the  lids  are  gently 
closed,  as  during  sleep,  the  misdirected  lashes  lie  inside 
the  conjunctival  sac.  It  may  affect  the  lower  lid  of  one 
or  both  eyes.  Thus,  among  fourteen  patients  I  found 
the  right  eye  involved  thrice,  the  left  eye  twice,  and  both 
eyes  nine  times — from  which  statement  it  follows  that 
congenital  trichiasis  is  usually  bilateral. 

The  subject  of  congenital  trichiasis  may  appear  to 
be  of  little  importance,  but  my  reasons  for  bringing  it 
forward  are  twofold.  First,  this  is  the  commonest  of  all 
forms   of   trichiasis,   if   we    exclude  those   resulting  from 

Fig.  2. 
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trachoma  or  from  blepharitis.  In  other  words,  this 
congenital  defect  seems  to  possess  enough  practical  import- 
ance to  warrant  description  and  discussion.  Secondly, 
I  have  failed  to  find  any  account  of  the  condition  beyond 
a  passing  reference  in  the  last  edition  of  Dr.  Berry's 
text-book,  where  it  is  spoken  of  as  entropion.  Since, 
lijprever,  the  intermarginal  space  is  almost  normally 
directed,  it  would  be  obviously  more  correct  to  apply  the 
term  trichiasis,  if  only  to  distinguish  the  malformation 
from  cases  in  which  the  lid  is  bodily  inverted,  such  as 
those  reported  by  von  Amnion  and  by  Guibert. 

Dr.  Berry  supposes  that  the  condition  is  probably  due 
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(to  use  his  own  words)  "  to  an  abnormal  development  of  the 
orbicularis  in  the  vicinity  of  the  lid  margin."  A  simpler 
explanation  than  over-developed  muscle  would  be  under- 
developed tarsus.  In  the  absence  of  exact  histological 
evidence,  I  would  suggest  that,  from  some  cause  or  other, 
the  tarsus  of  the  loAver  lid  is  dwarfed,  while  the  over- 
lying skin  attains  its  full  development.  As  a  consequence, 
the  latter  becomes  puckered,  as  above  described.  The 
constant  pressure  of  this  cutaneous  fold  would  throw  the 
cilia  out  of  their  natural  line,  and  thereby  cause  inversion 
of  the  lashes.  From  this  point  of  view,  then,  the  trichiasis 
is  of  mechanical  origin,  and  depends  pi*imarily  upon  a  rela- 
tive malformation  of  the  tarsus. 

Mr.  Holmes  Spicer  said  he  had  had  a  case  in  which  the 
lashes  were  misdirected  in  both  eyes.  He  made  a  linear 
burn  with  the  galvano-cautery  along  the  margin  of  the 
eyelid.  In  one  case  it  succeeded,  but  in  the  other  he  had 
to  remove  a  portion  of  skin. 

Mr.  Collier  Green  said  that  six  months  ago  he  saw  a 
similar  case  affecting  both  eyes  in  a  child  aged  three. 
There  were  several  other  children  in  the  family,  all  normal. 
He  removed  an  elliptical  piece  of  skin  from  the  lower  eyelid 
in  both  eyes,  and  now  one  could  not  possibly  tell  that  any- 
thing had  been  the  matter,  even  the  scar  being  hidden 
from  view  by  the  natural  fold  of  the  lid. 

Mr.  Lawford  said  he  had  operated  on  two  similar 
cases  by  a  procedure  somewhat  similar  to  that  described 
by  Mr.  Green.  In  both  the  condition  was  bilateral  and 
congenital.  The  children  were  about  three  years  of  age. 
He  had  tried  some  other  kind  of  treatment  before 
resorting  to  this  operation,  but  whatever  it  was  it  failed, 
and  a  portion  of  skin  had  ultimately  to  be  excised  before 
a  cure  took  place.  He  liad  since  seen  another  case 
under  the  care  of  a  colleague  in  which  the  same  method 
had  given  equally  good  results. 
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2.  A  new   operation  for  trichiasis   and   distichiasis, 
vjith  a  case. 

By  W.   Spencer  Watson. 

In  those  cases  of  trichiasis  and  distichiasis  in  which  the 
central  part  of  the  eyelid  is  chiefly  or  solely  at  fault  I 
prefer  the  following  method  of  operating-,  which,  for 
shortness,  may  be  described  as  the  "  hutton-hole  and 
button  "  operation. 

The  first  step  is  to  make  the  "  button-hole."  A  spatula 
compressor  is  [passed  under   the  eyelid  and  fixed  there. 
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Fig.  '3. — A  A.  "  liridgu  "  of  tissues  forming  the  "  tarsal  margin  " 
with  the  faulty  eyelashes.  Under  this  bridge  is  the  "  button-hole." 
B.  The  "  button  "  formed  bj'  incisions  in  the  dotted  line. 

Fig.  4. — A  A.  "  Bridge  "  in  its  new  position.  B.  "  Button  " 
after  it  has  been  passed  through  the  "  button-hole." 

Then  the  point  of  a  Beer's  knife  or  fine  scalpel  is  carried 
upwards  to  the  extent  of  3  mm.  or  4  mm.  through  the 
posterior  edge  of  the  tarsal  margin,  and  laterally  to  the 
extent  of  the  faulty  eyelashes  or  a  little  beyond  them  ; 
this  being,  in  fact,  the  same  incision  as  that  for  the  old 
operation  of  "  scalpiug."  The  "  button-hole  "  is  completed 
by  making  a  transverse  incision  from  the  skin  surface  of 
the  eyelid  parallel  to  the  tarsal  margin,  and  carrying  it 
deep  enough  to  meet  the  upward  incision  first  made. 

A  "  bridge  "  of  tissue  in  which  the  roots  of  the  eyelashes 
are  included  is  thus  formed,  and  its  extremities  are  of 
com'se  left  undivided. 

VOL.    XIV.  2 


18  DISEASES    OP    THE    EYELIDS. 

Second  dep. — A  button  of  oval  form  witli  its  long 
axis  parallel  to  the  tarsal  margin  is  now  marked  out  in 
the  skiu  immediately  above  the  button-hole. 

The  skin  and  the  subjacent  fibres  of  the  orbicularis 
muscle  are  incised  in  a  curvilinear  direction,  so  that  the 
lower  border  of  the  oval  button  corresponds  with  the  line  of 
the  skin  incision  in  making  the  button-hole.  The  deep 
surface  of  the  button  remains  attached  to  the  cartilage. 

Third  step. —  The  button  is  passed  downwards  through 
the  button-hole,  and  retained  there  by  a  few  sutures  and 
a  dry  dressing  of  cotton  wool  and  styptic  colloid. 

Tlie  width  vertically  of  the  button  may  be  varied  ac- 
cording to  the  amount  of  inversion  of  the  faulty  eye- 
lashes. Generally  it  should  be  about  3  mm.  in  vertical 
width. 

In  the  patient  on  whom  I  have  operated  in  both  eyes 
by  the  method  described  the  result  has  been  very  good. 
She  is  a  married  woman  29  years  of  age,  in  whom  the 
corneas  had  been  severely  aifected  for  at  least  ten  years, 
and  probably  for  fifteen  years  before  I  saw  her.  For  the 
last  ten  years  she  had  been  treated  by  a  notorious 
irregular  practitioner  who  "  applied  something  to  the 
inside  of  the  eyelids  "  and  "  brushed  somethiug  across  her 
eyes.^'  Sometimes  he  pulled  lashes  out.  The  right  eye- 
ball is  shrunken,  and  the  cornea  so  uniformly  opaque  that 
the  V.  amounts  to  bare  perception  of  light;  T.  =  —3.  In 
the  left  the  cornea  has  a  general  nebulous  condition,  with 
a  dense  sclerotic-like  leucoma  at  the  lower  part ;  V.  hand 
shadows,  cannot  count  fingers.  All  the  eyelashes  in  the 
middle  two  thirds  of  the  upper  eyelid  rub  on  the  cornea, 
due  to  the  condition  of  slight  entropion  ;  but  about  half 
a  dozen  of  the  lashes  grow  behind  the  others,  forming  a 
distichiasis. 

On  October  24th,  1803,  I  performed  on  the  left  eye  my 
original  operation  by  flaps  (described  in  the  '  Ophthalmic 
Hospital  Reports,'  vol.  vii,  p.  440,  and  in  Fuchs'  '  Diseases 
of  the  Eye  '). 

The  result  was  only  partially  successful,  as  a  shrinking 
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of  the  central  union  of  the  two  lateral  flaps  took  place,  the 
flaps  at  this  part  being  too  narrow. 

Subsequently  the  "  button-hole  and  button  "  operation 
was  done  on  both  eyes — on  November  30th,  1893,  on  the 
right,  and  on  April  27th,  1894,  on  the  left. 

The  condition  now  is  somewhat  improved.  There  is 
now  no  conjunctivitis.  The  cornea  of  the  left  eye  is 
clearer  and  vision  markedly  more  useful,  though  only 
large  objects  can  be  distinguished.  The  transposed 
buttons  have  assumed  a  semi-mucous  character  and  have 
shrunk  in  dimensions,  so  that  they  are  no  longer  so  con- 
spicuous as   they   were  immediately  after  the   operation. 

{July  6th,  1894.) 

Dr.  Arthur  Benson  said  he  thought  every  credit  was  due 
to  the  author  for  his  original  suggestion.  There  had 
been  a  good  many  intermediate  operations  devised  since 
he  first  brought  forwai'd  the  operation  many  years  ago 
which  had  heralded  a  new  era  in  the  treatment  of  tri- 
chiasis. The  best  of  these  was  that  which  had  become 
known  as  van  Millingen's  operation,  but  it  had  been 
modified  by  so  many  others  that  it  was  now  described  as 
blepharo-cheilo-plasty,  i.e.  transplantation  of  mucous  mem- 
brane from  the  lip  to  the  eyelid.  Living  as  he  did  in  Ire- 
land, where  cases  of  trachoma  and  trichiasis  abounded,  it 
became  a  matter  of  vital  importance  to  find  some  opera- 
tion which  could  be  done  with  a  fair  certainty  of  success, 
and  whose  results  Avould  be  permanent.  The  author's 
first  operation  was  therefore  promptly  adopted  and  was 
done  continuously  for  several  years,  but  subsequently  being 
found  unsatisfactory  it  was  modified.  The  great  dis- 
advantage of  the  original  operation  and  of  the  modification 
now  brought  forward  was  that  it  consisted  in  the  trans- 
plantation of  skin  to  the  free  border  of  the  lid,  or  at  least 
into  such  proximity  to  it  that  with  the  slightest  increase 
in  the  curvature  of  the  tarsus  it  was  bound  to  come  into 
contact  with  the  cornea.  The  author  claimed  that  the 
transplanted  skin  soon  turned  into  mucous  membrane,  but 
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though  this  might  be  so  in  England  he  could  state 
that  it  was  not  so  in  Ireland.  He  had  watched  these 
cases  for  many  years,  and  in  no  case  had  he  ever  seen 
the  transplanted  skin  turn  into  mucous  membrane.  In 
the  earlier  cases  reported  by  Mr.  Watson  and  others  it 
was  taken  for  granted  that  the  transformation  into 
mucous  membrane  would  take  place.  That  it  did  not  do 
so  was  a  matter  of  fact,  and  if  the  author  had  a  case  in 
which  it  had  so  changed  he  ought  to  bring  it  before  the 
Society  as  a  curiosity.  The  flap  sometimes  sloughed  to  a 
certain  extent  and  the  sloughy  surface  healed  over  Avith 
a  tolerably  smooth  cicatrix,  which  might  become  vascular 
and  assume  some  of  the  appearances  of  mucous  membrane. 
It  was  not,  however,  really  mucous  membrane  ;  trans- 
planted skin,  in  these  cases,  always  remained  skin.  The 
hairs,  small  though  they  might  be,  remained  there,  and 
the  epithelium  was  always  different  epithelium  from  that  of 
mucous  surfaces — in  other  words,  the  skin  remained  skin, 
and  if  in  contact  with  the  cornea  the  fine  downy  hairs  on 
it  irritated  the  cornea.  The  operation  at  present  resorted 
to  at  St.  Mark's  Hospital  in  Dublin  involved  the  trans- 
plantation of  mucous  membrane.  At  first  rabbits'  con- 
junctiva was  employed,  but  this  proved  too  thin  and  too 
fragile,  and  at  present  they  employed  mucous  membrane 
removed  from  the  patient's  lip.  After  a  thorough  trial 
this  was  the  operation  they  preferred.  It  hardly  ever 
failed,  and  its  results  were  permanent.  When  there  was 
very  much  entropion  the  transplanted  flap  was  bound  to 
come  into  contact  with  the  cornea,  and  even  in  the  most 
excellent  result  which  the  author  had  obtained  in  the  case 
exhibited  to-night  everybody  could  see  that  in  a  very 
short  time  the  flap  would  be  in  contact  with  the  cornea. 
Therefore,  though  the  author's  ingenuity  and  originality 
in  introducing  ti'ansplantation  instead  of  removal  of  skin 
was  incontestable,  the  modification  now  proposed  offered 
no  advantage  over  other  operations.  It  was  a  retrograde 
step  to  put  skin  instead  of  mucous  membrane  into  contact 
with  the  cornea,  and  he  wished  ouce  more  to  call  attention 
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to  the  extremely  satisfactory  results  following  the  trans- 
plantation of  mucous  membrane  instead  of  skin. 

Mr.  Jessop   said   that   his   principal  objection  was  that 
they  got  a  sort  of  down-growth  which  gave  trouble. 

Mr.  Spencer  Watson,  in  reply,  said  he  ought  perhaps 
to  have  explained  more  fully  in  what  his  original  operation 
consisted.  The  description  could  be  referred  to  in  the 
seventh  volume  of  the  '  Ophthalmic  Hospital  Reports.' 
That  was  simply  a  flap  operation  :  the  margin  of  the  lid 
was  cut  through  and  formed  one  flap  below,  and  then  a 
second  flap  was  formed  in  the  skin  above  the  margin  of 
the  lid  and  their  positions  were  transposed,  the  skin  flap 
being  brought  down  to  the  margin  of  the  lid  below  the 
first  flap.  That  answered  well  in  a  good  many  cases, 
especially  in  the  cases  in  which  the  faulty  eyelashes  were 
at  the  outer  or  inner  canthus,  but  not  so  well  when  they 
were  in  the  middle.  In  his  new  opei'ation  there  were  no 
distinct  flaps  in  the  ordinary  sense.  In  reply  to  Mr. 
Benson,  he  said  he  had  had  no  experience  of  transplanting 
mucous  membrane.  This  must  be  a  very  difiicult  thing 
to  do,  and  he  did  not  think  it  was  necessary,  for  in  this 
case,  as  in  many  others,  the  skin  itself  assumed  a  mucoid 
character.  That  mucoid  change  was  very  marked  in  the 
case  he  had  shown  them  that  evening.  He  was  aware 
that  it  was  rather  a  bold  thing  to  call  any  operation  a 
new  one,  but  now  that  he  had  heard  what  had  been  said 
by  the  various  speakers,  he  held  to  his  opinion  that  it  was 
a  new  operation,  and  that  it  was  an  important  modification 
of  his  original  suggestion. 
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3.    Case  of  sloughing  of  both   lids  and  the  eyeball   in   an 
infant,  icith  subsequent  complete  cicatrisation. 

By  W.  H.  H.  Jessop. 

Winifred  T — ,  set.  9  months,  was  sent  to  me  at  the 
Central  London  Ophthalmic  Hospital  on  June  5th,  1894,  by 
Dr.  Kirsopp  of  Horsham,  who  has  kindly  furnished  me 
with  most  of  the  following  details. 

When  three  days  old  the  left  eye  became  a  little  red 
and  inflamed  :  alum  lotion  was  prescribed,  but  thougli 
not  getting  better  the  eye  did  not  get  much  worse  till 
the  child  was  three  weeks  old,  when  the  left  lids  became 
swollen  and  brawny  with  some  thick  discharge.  As  the 
eye  could  not  be  seen  chloroform  was  administered,  but 
even  then  the  lids  were  too  swollen  to  get  a  view  of  the 
eye  ;   so  Dr.  Kirsopp  slit  up  the  external  canthus. 

A  large  slough  appeared  at  the  outer  canthus,  and  the 
brawny  upper  lid  pressed  over  the  lower  one. 

The  lower  lid  soon  cut  into  the  upper  lid  like  a  knife, 
with  the  result  that  the  greater  portion  of  the  upper  lid 
turned  black  and  came  away  as  a  distinct  slough,  while 
the  lower  lid  was  more  gradually  disintegrated.  About 
the  same  time  the  slough  separated  at  the  outer  canthus. 

The  discharge  was  free  and  shreddy,  but  no  distinct 
membrane  was  seen.  The  glands  were  enlarged.  The 
child  never  seemed  very  ill,  and  took  the  breast  well. 

1\\  four  months  from  the  onset  the  sloughs  had 
healed  up. 

The  right  eye  was  never  affected  from  the  com- 
mencement. The  child  had  no  sore  throat  or  other  sym- 
ptoms of  diphtheria. 

Parents  are  healthy,  and  there  is  no  history  of  syphilis. 
A  brother  of  the  child  died  three  days  before  her  birth 
of  diphtheria,  but  great  care  was  taken  to  [)revent  any 
inoculation  by  towels,  &c. 
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Present  condition. — A  healthy  and  well-nourished  child. 

On  the  left  side  over  the  orbit,  and  to  the  outer  side 
over  the  malar  bone  is  a  great  deal  of  smooth  cicatricial 
tissue  uniting  healthy  skin.      Over  the  orbit  the  tissue  is 
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wrinkled,  smooth,  and  always  dry  ;  there  is  apparently 
union  to  the  contents  of  the  orbit,  and  at  times  slight 
movement  can  be  seen  over  the  stump  of  the  eye. 

The  scar  over  the  malar  bone  has  irregular  thickened 
edges,  and  is  slightly  adherent  at  the  spot  to  the  bone. 

There  are  no  signs  of  any  eyelashes,  puncta,  canaliculi, 
or  of  any  pent-up  lachrymal  secretion. 
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The  left  eyebrow  is  somewhat  depressed,  but  other- 
wise normal. 

I  can  find  no  account  of  a  similar  case.  Though 
following  on  ophthalmia  neonatorum,  the  length  of  time 
before  the  severe  symptoms  supervened  points  to  some 
other  poison.  The  extensive  destruction  of  the  tissues 
may  be  probably  explained  by  erysipelas  or  cellulitis, 
though  there  is  the  history  of  a  fatal  case  of  diphtheria 
in  the  house  a  few  days  before  the  birth  of  the  child. 

{July  Gth,  1894.) 


4.  Some  jpoinU  in  the  histology  of  trachoma. 
By  N.   C.  Ridley. 

I  wish  to  bring  before  the  members  of  this  Society  one 
or  two  points  in  the  histology  of  trachoma,  a  disease  about 
the  essential  facts  of  which  there  is  still  a  great  deal  of 
dispute  amongst  the  various  authorities  on  the  subject. 

My  attention  was  turned  in  this  direction  about  the 
beginning  of  the  year  by  Mr.  Marcus  Gunn,  who  gave  me 
a  portion  of  conjunctiva  and  subconjunctival  tissue  that 
he  had  removed  from  a  patient  of  his  who  was  suffering 
from  this  disease,  with  a  request  to  examine  and  re- 
port on  it. 

The  discussions  that  took  place  at  the  meetings  of  this 
Society  on  Mr.  Hutchinson's  paper  as  to  whether  follicular 
conjunctivitis  and  trachoma  were  stages  of  one  disease, 
necessarily  added  increased  interest  for  me  in  the  obser- 
vations I  was  making. 

The  chief  difficulty  throughout  has  been  in  obtaining 
specimens  of  conjunctiva,  it  not  only  being  necessary  to 
obtain  portions  from  a  sufficient  number  of  cases  diagnosed 
as  true  trachoma  to  give  reliability  to  one's  results,  but 
also  from  cases  diagnosed  as  follicular  conjunctivitis,  and 
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of  normal  conjunctiva,  for  comparison.  I  am  much 
indebted  to  the  members  of  the  staff  of  the  Royal  London 
Ophthalmic  Hospital  for  their  kindness  in  this  respect. 

In  the  method  of  preparation,  in  order  to  fix  the  cell 
elements  of  the  tissues  in  as  little  altered  a  histological 
condition  as  possible,  it  is  essential  that  the  specimen  be 
freshly  taken  from  the  living  body,  and  so  post-mortem 
room  material  is  comparatively  valueless. 

I  obtained  my  specimens  of  the  normal  conjunctiva  of 
the  fornices  through  the  kindness  of  some  friends  who  are 
resident  at  one  of  the  London  hospitals,  who  removed 
portions  from  patients  immediately  after  death  from  some 
other  disease. 

The  method  of  preparation  I  have  followed  has  been 
to  place  the  freshly  removed  tissue  immediately  in  either 
Foa's  solution  for  twenty-four  hours,  or  in  a  saturated 
solution  of  perchloride  of  mercury  for  twelve  hours,  in 
order  to  fix,  then  in  running  water  for  twenty-four  hours 
to  wash  out  the  mercury,  and  then  for  twenty-four  hours 
each  in  30,  60,  and  90  per  cent,  and  absolute  alcohol 
successively,  to  gradually  harden.  After  this  the  speci- 
mens have  been  embedded  in  either  celloidin  or  paraffin, 
and  the  cut  sections  stained  with  Ehrlich's  acid  logwood, 
or  Griibler's  Hamalum,  or  with  the  Ehrlich  Biondi 
Heidenhain  reagent. 

In  reading  up  the  literature  of  the  subject,  I  find  that 
the  structure  of  the  normal  conjunctiva  is  variously  given. 
Wolffring  of  Warsaw  says  the  epithelium  is  of  the 
columnar  variety,  but  that  the  superficial  cells  are  flattened 
by  pressure ;  that  they  are  easily  shed,  and  so  over- 
looked, only  the  deeper  rounded  layer  being  left.  Miiter- 
milch  of  Warsaw  describes  them  as  simply  columnar. 
Both  Reid  of  Glasgow  and  Miitermilch  describe  goblet- 
cells  as  being  normally  present,  the  other  authors  do  not 
mention  them.  I  can  find  no  mention  made  by  any,  of 
lymphoid  tissue  occurring  naturally  in  the  subconjunctival 
tissue. 

The  specimens  I  have  examined  showed  the  epithelium 
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over  the  globe  and  lids  to  be  arranged  in  a  stratified 
manner,  with  columnar  cells  below,  covered  by  rounded 
cells  and  eventually  by  squamous  on  the  surface.  In  the 
fornices,  both  upper  and  lower,  the  epithelium  consisted 
of  a  double  or  triple  layer  of  columnar  cells  with  their 
extremities  dovetailing  between  one  another.  Some  of 
the  cells  in  contact  with  the  free  surface  were  swollen  and 
distended,  having  a  flattened  nucleus  below — in  fact,  were 
ordinary  goblet-cells  containing  mucin. 

In  the  outer  part  of  the  upper  fornix  the  epithelium  is 
in  the  normal  condition  enfolded  in  a  series  of  more  or 
less  parallel  rows.  On  section  this  gives  the  appearance 
described  as  Krause's  glands,  but  these  are  evidently  not 
true  glands,  but  merely  furrows  in  an  ordinary  secreting 
membrane. 

Under  this  epithelial  layer  is  the  connective  tissue 
stratum  containing  blood-vessels,  nerves,  &c.,  and  a 
variable  amount  of  lymphoid  tissue  more  or  less  diffusely 
scattered  about. 

In  all  kinds  of  conjunctivitis  there  is,  it  is  universall)^ 
agreed,  an  increased  development  of  this  lymphoid  tissue — 
present  here,  just  as  it  is  under  all  mucous  membranes, 
especially  around  openings.  This  lymphoid  tissue,  or 
sentinel  tissue,  as  it  is  called  according  to  the  modern 
physiologist,  has  a  great  function  in  protecting  the  blood 
from  deleterious  organisms  or  poisonous  chemical  products; 
as,  for  instance,  in  the  case  of  the  lungs,  portions  of  coal, 
steel,  flint,  &c.,  are  collected  in  the  lymphoid  tissue  and 
in  the  bronchial  glands  as  though  in  a  filter,  though  the 
process  is  a  more  active  and  vital  one  than  mere  filtration. 
Again,  in  the  intestine  the  peptones  and  albumoscs  of 
food  are  probably  re-converted  in  the  lymphoid  tissue  into 
proteids  before  getting  into  the  blood-stream,  where  they 
are  known  to  be  rank  poisons.  This  tissue,  like  any 
other  tissue  of  the  body,  becomes  hypertrophied  when  in- 
creased work  is  thrown  on  it. 

From  this  T  think  it  is  evident  that  the  presence  of 
lymphoid   tissue   in  increased  amount  is  not   a  disease   in 
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itself,  but  simply  the  evidence  of  the  reaction  of  the 
organism  to  the  attacks  of  some  outside  injurious  body 
or  agent. 

In  trachoma  the  structure  of  the  lymphoid  tissue  is  not 
different  from  that  of  lymphoid  tissue  in  other  diseases, 
it  merely  differs  in  amount  and  arrangement.  In  conse- 
quence of  the  rapid  proliferation  of  the  cells  of  which  it 
is  composed,  it  is  collected  into  rounded  packets  with  a 
distinct  outline  which  cause  projections  of  the  conjunctival 
surface,  covered  as  they  are  by  only  the  delicate  epithelial 
layer,  and  forming  cavities  lined  with  the  epithelium  in 
the  grooves  and  furrows  between  them.  There  is  a  deli- 
cate fibrous  investing  membrane  to  some  of  these  follicles, 
though  it  is  not  the  rule,  although  such  a  membrane  is 
spoken  of  by  Macnamara  and  Pollock  as  universal.  Reid 
and  Miitermilch  say  that  never  is  one  present,  while 
Stadrini  and  Wolffring  say  there  is  none  at  first,  but  that 
it  develops  later.      Thus  again  do  observers  differ. 

The  lymphoid  tissue  is  also  found  as  a  diffuse  infiltra- 
tion throughout  the  whole  of  the  subconjunctival  connec- 
tive tissue,  as  though  with  the  object  of  removing  any 
organism,  or  chemical  product  of  an  oi'ganism,  that  may 
have  passed  through  the  first  line  of  defence. 

The  question  of  origin  of  these  brightly  staining 
lymphoid  cells  is  disputed,  but  I  hardly  see  why  this 
should  be,  as  no  doubt  the  cells  normally  present  have 
the  power  of  reproducing  themselves,  especially  when  the 
need  arises.  I  think  this  accounts  for  the  follicles  them- 
selves, the  peripheric  parts  of  which  are  most  deeply 
stained  by  reagents,  as  though  those  parts  were  composed 
of  younger  and  more  newly  formed  cells.  Again,  I  con- 
sider that  a  great  number,  if  not  all,  of  the  scattered  cells 
are  merely  leucocytes  that  have  wandered  from  the 
vessels,  as  occurs  in  every  inflammatory  process. 

These  lymph-follicles  have  been  compared  to  tubercles 
and  other  infective  granulomata,  and  I  consider  that  they 
should  be  classed  amongst  the  latter  growths,  for  there 
are   several    points    of    resemblance ;    they    are    localised 
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collections  of  small  round  cells,  containing  also  a  number 
of  the  so-called  epithelioid  cells,  whose  origin  may  be  from 
fusion  of  the  smaller  ones  as  in  the  case  of  a  plasmodium  ; 
but  the  trachoma  follicle  contains  no  giant-cells  (at  least 
I  have  carefully  sought  for  them  in  a  great  number  of 
sections  without  success),  while  tubercle  and  gumma 
always  do.  Again,  a  tubercle  contains  no  blood-vessels, 
and  a  gumma  only  contains  diseased  ones  ;  hence  after  a 
time  both  of  these  structures  caseate  and  break  down. 
Lymph-follicles  of  trachoma  contain  healthy  blood-vessels, 
and  so  their  eventual  disappearance  is  simply  by  a  process 
of  absorption ;  however,  there  has  been  a  hyperplasia  of 
connective  tissue  as  well  as  of  lymphoid  cells,  and  so 
after  subsidence  a  scar  is  left,  as  in  the  case  of  the  other 
two  forms  of  tumour. 

I  think,  from  what  I  have  said,  it  is  evident  that  it  is 
not  the  presence  of  lymphoid  tissue  which  constitutes  the 
disease,  and  so  it  is  not  of  necessity  that  every  granular 
ophthalmia  is  due  to  the  same  cause.  Any  irritant  suffi- 
ciently prolonged  may  cause  this  condition,  and  hence 
there  has  been  so  much  dispute  concerning  the  etiology 
and  diagnosis  of  trachoma.  Some  observers — as,  for 
instance,  von  Arlt  and  Ottava — have  described  granular 
ophthalmia  as  a  sequela  of  gonorrhoeal  ophthalmia  ;  and 
the  former  thereupon  said  that  the  gonococcus  was  the 
cause  of  trachoma,  and  according  to  H.  True,  Koch  found 
a  diplococcus  resembling  that  of  gonorrhoea  in  all  the 
first  cases  he  examined.  Again,  other  observers  have 
attributed  it  to  dust,  smoke,  the  sand  in  Egypt,  and  so  on. 
Fischer  and  Hoffmann  blame  defective  hygiene.  There 
is,  I  consider,  very  little  doubt  but  that  any  form  of 
chronic  irritation  would  in  time  produce  cicatrisation, 
entropion,  distichiasis,  and  loss  of  or  alteration  of  the 
normal  conjunctival  epithelium,  and  so  pannus  ;  but  that 
in  the  cases  of  trachoma,  or  severe  granular  ophthalmia 
that  one  sees  so  frequently  at  a  large  hospital  like  Moor- 
ficlds,  there  is  a  specific  cause  to  be  discovered,  just  as 
tubercular  phthisis  is  due  to  the  action  of  the  tubercle 
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bacillusj  although  almost  identical  processes  take  place  in 
the  lungs  in  consequence  of  any  kind  of  pneumono- 
coniosis. 

One  should  not  too  readily  conclude  that  two  or  more 
diseases  are  identical  because  their  gross  histological 
appearances  are  the  same,  when  their  clinical  histories 
differ  so  much.  Is  it  not  rather  an  indication  that  our 
pathological  knowledge  is  incomplete,  and  that  there  is 
still  the  proximate  cause  of  the  diseases  to  be  discovered, 
perhaps  certain  micro-organisms  differing  according  to 
their  species  in  their  power  of  causing  mischief,  and  of 
withstanding  the  action  of  germicide  reagents  ? 

True  trachoma  has  one  or  two  distinguishing  points 
visible  to  the  naked  eye  that  I  believe  are  recognised  to 
be  diagnostic  ;  for  even  in  a  comparatively  early  stage  the 
prominent  follicles  spoken  of  as  resembling  sago-grains 
are  to  be  seen  on  the  palpebral,  and  more  rarely  on  the 
ocular  conjunctiva  at  some  distance  from  the  fornices, 
while  in  other  forms  of  follicular  conjunctivitis  these  eleva- 
tions are  strictly  limited  to  the  latter  situations.  In 
ordinary  follicular  conjunctivitis,  too,  these  elevations  are 
much  more  transparent  than  the  semi-opaque  trachoma 
sago-grains. 

As  the  protective  lymphoid  tissue  is  close  to  the  epi- 
thelial layers,  and  as  in  fact  frequently  the  small  round 
cells  can  be  seen  invading  and  lying  between  the  epi- 
thelial layers,  I  think  that  it  is  in  the  epithelium  that  the 
irritating  cause  of  the  disease  is  to  be  sought.  Miitermilch 
gives  as  evidence  in  this  direction  the  fact  that  improve- 
ment takes  place  on  destroying  the  epithelium,  either  by 
scraping  or  with  caustics. 

MM.  Sattler,  Michel,  Stadrini,  and  many  others  de- 
scribed a  diplococcus,  though  each  one's  is  said  to  differ 
from  that  of  the  others,  and  inoculations  have  not  pro- 
duced satisfactory  results  on  mammals  with  any  of  them. 
Stadrini' s  gave  no  result  at  all  except  on  Aveakly  half- 
starved  animals  kept  under  bad  hygienic  conditions. 
Some  observers  find  their   cocci  in   all  parts  of  the  con- 
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junctiva  and  subconjunctival  tissue,  some  say  they  are 
only  found  in  the  protoplasm  of  the  lymphoid  cells,  others 
say  they  are  always  outside  the  cells. 

Noiszewski  describes  a  fungus  resembling  that  of 
microsporon  furfur  as  being  present,  and  producing 
results  when  inoculated  into  rabbits. 

Sattler's  micrococcus  is  described  as — 
"  Very  like  gonococcus,  only  smaller. 
Very    like    staphylococcus   pyogenes,    only    a    little 

larger. 
Like  a  tiny  ball  cleft  by  a  tiny  line. 
Can  be  easily  cultivated. 
Is  found  in  follicles,  but  outside  the  cells. ^' 

Miitermilch  says  in  so  many  words  that  no  one  at 
present  has  discovered  the  micro-organism  of  trachoma, 
for  the  simple  reason  that  it  does  not  exist. 

When  one  considers  what  a  perfect  incubator  the  con- 
junctival sac  is,  being  moist,  warm,  and  containing 
nutrient  material  in  the  shape  of  shed  epithelium,  mucous 
secretion,  &c.,  no  wonder  there  is  a  difficulty  in  deter- 
mining that  a  certain  micro-organism  is  the  specific  cause 
of  a  disease  of  that  part. 

There  are  so  many  varieties  always  present,  that  it 
would  be  quite  easy  to  miss,  and  very  hard  to  be  sure  of 
any  particular  form  on  a  special  occasion. 

I  myself  have  succeeded  in  cultivating  a  great  number 
of  these  from  the  trachomatous  conjunctival  sac;  and 
found  amongst  others  Stajihylococcus  pyogenes  albus 
and  aureus,  a  streptococcus,  some  short  bacteria,  and  two 
diplococci,  one  large  that  would  answer  well  for  the 
gonococcus,  and  another  small  such  as  is  described  as  the 
trachoma  coccus,  and  also  Penicillium  (jlaucnvi  and 
another  mould. 

I  might  have  been  very  pleased  with  such  a  haul,  and 
have  expected  to  be  able  to  isolate  the  real  thing  from 
such  a  number,  but  unfortunately  in  three  normal  con- 
junctival sacs  examined,  amongst  them  my  own,  1  each 
time  got  thu  same  micro-organisms  showing  themselves. 


DESCRIPTION  OF  PLATE  I, 

Illustrating  Mr.  N.  C.  Ridley's  paper  ou  Some  Points  in  the 
Histology  of  Trachoma  (p.  24). 

Pig.  1.  — 12  in.  obj.  Trachoma  showing  epithelium  dipping  in  between 
the  follicles. 

Pig.  2. — Deepening  of  crypts,  most  of  the  epithelium  gone  except  in 
crypts,  wliat  remains  being  invaded  by  leucocytes.     Zeiss  A.A.  =  f". 

(a)  Epithelium  infiltrated  with  leucocytes. 

(b)  Epithelium  absent. 

(f)  Effused  blood  on  surface. 
(d)  Crypts. 

Pig.  3. — Part  of  a  trachoma  follicle,  showing  epitheloid  cells.    Zeiss  D.  =  \". 

Pig.  4. — Epithelium  from  fornix  in  a  case  of  trachoma,  showing  oval 
bodies.     Zeiss  E.  =  J".     Prepared  by  Poa's  method. 

Fig.  5. — An  oval  body.     Zeiss  E.     Poa's  method. 

Pig.  6. —  ,'vr  inch  immersion.  Globular  body  in  squamous  epithelium, 
containing  granular  material  and  several  bodies  resembling  multinuclcar 
leucocytes. 
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I  tried  many  ways  of  staining  sections  of  trachomatous 
conjunctiva,  but  only  once  succeeded  in  obtaining  evi- 
dence of  any  cocci  or  bacteria  in  or  between  the  cells 
either  of  the  epithelium  or  the  lymphoid  tissue,  and  these 
may  possibly  have  been  accidental. 

It  is  first  in  the  fornices  that  the  changes  in  trachoma 
occur,  and  here  the  epithelium  shows  at  its  vainous  stages 
many  points  of  departure  from  the  normal.  First,  there 
is  increased  proliferation  and  shedding  of  the  cells. 
Second,  there  is  exaggeration  and  deepening  of  the  normal 
Krause's  folds,  so  that  in  some  places  they  are  shut  off 
from  the  surface,  and  form  small  cysts  lined  by  the  epi- 
thelium originally  on  the  surface.  A  similar  change  occurs 
in  consequence  of  the  elevation  and  approximation  of 
neighbouring  follicles  in  places  where  the  folds  are  not 
normally  present,  e.  g.  near  the  edges  of  the  lids  and 
sometimes  on  the  globe.  Thirdly,  there  is  an  increase 
in  the  structures  described  as  goblet-cells,  and  changes 
referred  to  later  on. 

Later,  the  epithelium  is  all  shed  except  in  the  above- 
described  crypts,  and  it  is  from  these  more  or  less  enclosed 
cells  and  from  those  at  the  periphery  that  the  new 
epithelium  is  derived  in  the  process  of  repair.  Miitermilch 
claims  that  this  enclosed  epithelium  is  healthy,  and  says 
that  it  is  evidence  against  the  disease  being  due  to 
a  micro-organism  that  it  can  recur  in  consequence  of 
mechanical  injury,  heat,  dust,  damp,  &c.,  after  this  renewal 
of  epithelium  hiis  taken  place.  Now  I  think  there  is  no 
reason  why  this  enclosed  epithelium  should  be  considered 
to  have  escaped, — in  fact,  it  has  the  appearance  of  being 
quite  as  diseased  as  that  on  the  surface,  or  even  more  so. 
There  are  abundant  globular  bodies  and  swollen  cells  in 
the  epithelium  here,  and  heaps  of  dehris  in  the  contained 
cavity. 

In  favour  of  this  view,  too,  is  the  fact  that  scraping, 
scoring,  or  squeezing  the  conjunctiva  and  then  applying 
strong  germicide  reagents  has  a  more  powerful  tendency 
to  cure  than  the  mere  cauterisation  of  the  surface  epithe- 


32  DISEASES    OF    THE    EYELIDS. 

Hum,  the  crypts  being  emptied  or  at  least  opened  up  by 
the  former  means. 

Now  with  regard  to  these  globular  bodies  described  as 
goblet-cells  by  Reid  of  Glasgow  and  by  Miitermilch  of 
Warsaw,  certainly  some  of  them  may  be  goblet-cells,  as 
those  structures  undoubtedly  do  occur  in  the  normal  con- 
junctival epithelium,  especially  in  the  Krause's  fold  region. 
It  would  only  be  rational  to  expect  that  these  would  be 
increased  in  number  in  consequence  of  an  inflammatory 
condition,  and  so  hyperasmia  of  the  subjacent  part. 

But  I  venture  to  think  that  some  of  the  bodies  in 
trachoma  cannot  be  accounted  for  in  this  way. 

Firstly,  they  are  far  too  numerous. 

Secondly,  some  are  found  almost  alone  at  a  part  where 
goblet-cells  are  not  oi'dinarily  found,  and  sometimes  they 
are  present  in  squamous  epithelium. 

Thirdly,  many  are  not  in  contact  with  the  free  edge  of 
the  epithelium  as  goblet-cells  should  be,  but  are  in  the 
deepest  layers. 

Fourthly,  many  have  their  long  axes  not  at  right  angles 
to  the  surface,  as  is  the  case  with  a  goblet-cell,  but  in 
various  directions,  and  in  some  cases  even  parallel  with 
the  surface. 

Fifthly,  their  reaction  to  staining  fluids  difi'ers. 

On  hardening  a  specimen  with  Miiller's  fluid  or  spirit, 
nothing  much  is  to  be  made  out,  and  then  the  bodies  look 
something  like  lai'ge  goblet-cells  ;  but  if  the  tissue  be 
fixed  by  soaking  in  Foa's  solution  immediately  on  removal 
from  the  body,  a  difference  between  the  normal  goblet- 
cell  and  these  structui*es  is  apparent. 

In  the  case  of  trachoma  one  is  struck  by  the  resem- 
blance between  these  bodies  and  those  oval  bodies  found 
in  the  cavities  and  epithelial  cells  in  moUuscum  conta- 
giosum.  These  latter  are  by  Neisser  and  PfeifFer  con- 
sidered to  be  pai'asitic  protozoa,  and  the  cause  of  the 
outgrowths  in  which  they  are  found. 

1  am  not  going  so  far  as  to  assert  that  these  are  organ- 
isms of  the  same  class,  as  my  knowledge  of  the  protozoa. 
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especially  of  the  gregarinidae,  is  too  limited,  but  should 
be  very  glad  to  hear  the  opiuion  of  anyone  who  has  had 
any  dealings  with  these  interesting  creatures,  whose  name 
even,  just  now,  it  is  almost  a  casus  belli  to  mention. 

I  heard  a  few  weeks  ago  that  Dr.  L.  Pfeiffer,  a  great 
authority  on  parasitic  protozoa,  has  observed  these  bodies 
in  trachoma,  but  I  do  not  know  what  opinion  he  has 
formed  concerning  them. 

There  is  the  oval  body  with  a  well-marked  reticulum 
enclosed  in  a  cell,  which  is  sometimes  filled  by  the  body 
and  at  others  not  quite,  the  cell  nucleus  being  flattened 
into  one  corner,  just  as  occurs  in  molluscum.  Later  on 
the  cell  bursts  and  its  contents  escape,  leaving  only  a 
shrivelled  envelope.  I  have  not  been  able  to  see  any 
other  stages  in  the  life  of  these  cells,  so  cannot  speak  at 
all  definitely  about  them. 

If  the  theories  at  present  held  by  many  of  the  first 
pathologists  should  prove  correct,  it  will  be  found  that 
parasitic  protozoa  are  almost  as  universally  present  as 
are  cocci  and  bacteria,  and  that  in  many  cases  they  are 
the  causes  of  the  different  diseases  in  which  they  are 
found  present. 

Whether  this  be  the  case  in  trachoma  is  yet  to  be 
discovered,  but  there  are  several  points  in  favour  of  this 
disease  being  of  some  other  origin  than  bacterial. 

Firstly,  the  great  difference  of  opinion  that  has  hitherto 
existed  with  regard  to  the  aetiology  of  the  disease,  there 
being  many  careful  observers,  each  claiming  precedence 
for  his  own  coccus,  one  for  a  mould,  and  another  saying, 
though  without  endeavouring  to  give  proofs,  that  it  has 
no  micro-organism  as  a  cause. 

Secondly,  the  question  of  contagion.  Diseases  of 
bacterial  origin  are  generally  more  easily  communicable, 
while  those  due  to  protozoa  vary  in  the  extreme  in  this 
respect, — as,  for  instance,  molluscum  and  smallpox.  Tra- 
choma seems  to  require  the  actual  transference  of  material 
from  the  giver  to  the  receiver,  but  the  conjunctiva  of  the 
latter  must  be  a  little  out  of  condition  at  the  time. 
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Thirdly,  its  great  power  of  resisting  ordinary  bacteria- 
destroying  reagents,  so  that  to  cure  the  disease  the  epi- 
thelium has  to  be  removed  or  destroyed  by  caustics,  such 
as  silver  nitrate  or  copper  sulphate. 

Fourthly,  the  absence  of  giant-cells,  which  seem  to  me 
to  be  the  tissue's  special  means  of  attacking  slowly  growing 
organisms,  such  as  the  tubercle  bacillus,  for  instance;  while 
the  lymphoid  tissue,  leucocytes,  and  epithelioid  cells  suffice 
for  their  chemical  products  only.  Now  these  globular 
bodies  I  have  never  seen  except  in  the  epithelium,  and  so 
were  these  the  injurious  agents  there  would  be  no  need 
for  the  giant-cells,  while  bacteria  penetrating  deeper 
would  require  them. 

I  think,  in  conclusion,  one  need  not  take  into  considera- 
tion the  lymphatic  dyscrasia,  as  it  is  called,  as  such  a 
theory  is  now  acknowledged  to  have  been  based  on  in- 
correct premises,  founded  on  ignorance  of  the  physio- 
logical action  of  the  lymphoid  tissue.  Still  I  have  come 
across  several  papers  written  in  the  last  four  years  in 
which  this  '^  constitution  "  is  claimed  to  play  an  impor- 
tant part,  and  one  French  author  goes  so  far  as  to  say 
that  conjunctivitis  in  an  ordinary  individual  takes  ordinary 
forms,  but  in  a  lymphatic  subject  it  is  trachoma. 
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II.  DISEASES    OF    THE    CONJUNCTIVA. 

1.    On  school  ophthalmia. 
By  Jonathan  Hutchinson. 

I  SUSPECT  that  most  of  those  present  have  of  late  had 
their  attention  drawn  to  the  prevalence  of  a  form  of 
ophthalmia  which  leads  to  granular  lids  in  a  class  of 
society  hitherto  almost  wholly  exempt.  The  cases  have 
occurred  chiefly,  but  not  exclusively,  in  schools,  and  much 
anxiety  on  the  part  of  school  managers  has  naturally  been 
excited.  Not  a  few  of  us  have  probably  been  asked 
during  the  last  few  months  to  sign  certificates  of  freedom 
from  ophthalmia  which  were  required  before  the  pupil 
could  return  to  school.  The  matter  presents  several 
features  of  much  importance,  in  part  social  and  in  part 
medical  ;  and  although  I  must  at  the  outset  confess  that 
I  have  nothing  original  to  put  forward,  I  have  thought 
that  a  good  purpose  might  be  served  by  bringing 
the  subject  before  this  Society.  I  wish  especially  to 
afford  opportunity  for  the  contribution  of  experience  by 
other  members.  It  is  not  improbable  that  before  many 
months  are  passed  some  of  us  may  be  called  upon  to 
advise  school  committees  as  to  the  measures  which  they 
should  adopt,  and  it  will  be  well  that  we  should  be  pre- 
pared beforehand  by  an  exchange  of  opinion  on  the  subject. 

I  was  myself  in  former  years  on  several  occasions  asked 
to  report  on  epidemics  of  this  form  of  ophthalmia  in 
workhouse  schools,  but  not  until  quite  recently  have  I 
heard  of  them  in  middle-class  schools.      During  the  last 
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few  months  facts  have  been  brought  to  my  knowledge 
respecting  four  or  five  well-managed  schools  in  distant 
parts  of  the  country  which  have  suifered.  For  obvious 
reasons  I  shall  not  mention  any  names,  and  may  perhaps 
be  permitted  to  ask  those  who  ma}^  speak  in  the  discussion 
to  observe  reticence  in  this  matter.  The  tj'pe  of  the  dis- 
ease, so  far  as  I  have  seen  it,  appears  to  be  very  mild. 
Especially  is  the  first  stage,  that  of  congestion,  liable  to 
be  overlooked  on  account  of  its  very  slightly  marked 
character.  Not  a  few  cases  have  escaped  recognition 
until  the  lids  were  distinctly  granular,  and  then  the 
patient  could  not  recollect  that  he  had  had  more  than  just 
a  day  or  two  of  irritability  and  redness. 

At  one  school  which  I  visited,  at  least  50  per  cent,  of 
the  boys  and  several  of  the  teachers  and  servants  had 
suffered.  The  type  had  been  very  similar  in  all.  A  few 
days'  slight  soreness  and  redness  of  the  eyes,  which  passed 
off  almost  without  treatment,  to  be  followed  by  a  definite 
but  mild  condition  of  granular  lids.  Most  of  the  eyes 
which  I  inspected  showed  only  the  papillary  conditions, 
but  a  few  had  small  sago  grains.  None  of  them  showed 
advanced  or  severe  conditions,  but  many  had  resisted  more 
or  less  prolonged  treatment.  The  disease  had  been  present 
to  a  slight  extent  before  a  vacation,  and  on  the  reassembling 
of  the  school  after  it,  several  boys  had  returned  uncured, 
and  the  disease  had  again  rapidly  spread.  There  was 
nothing  in  the  least  faulty  in  the  hygienic  arrangements 
of  this  establishment,  and  ophthalmia  had  never  been 
known  to  prevail  before. 

In  several  instances  there  was  a  report  that  the  disease 
had  spread  in  the  families  of  boys  who  had  returned  home 
infected,  but  I  have  not  had  an  opportunity  for  personally 
investigating  any  of  these.  I  have  seen  several  uncured 
patients  who  had  returned  to  their  families,  and  from 
whom  during  a  period  of  months  no  contagion  was  known 
to  have  occurred.  In  all  these,  however,  treatment  was 
being  continued,  and  precautions  as  regards  towels,  &c., 
had  been  observed.      It  may  be  reasonably  supposed  that 
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the  danger  of  contagion  is  not  great  so  long  as  curative 
applications  to  the  eyes  are  being  used. 

In  the  school  to  which  I  refer,  5  per  cent,  of  the  boys 
were  recognised  as  being  affected  in  September,  1893.  In 
October  of  the  same  year  there  were  40  per  cent.,  and  in 
December  no  fewer  than  50  per  cent.  In  all  the  cases 
recognised  boric  acid  lotions  had  been  used,  and  for  the 
whole  school  the  utmost  care  as  to  lavatory  and  bedroom 
arrangements  had  been  taken.  With  the  exception  of 
isolation,  all  reasonable  precautions  had  been  enforced. 
It  must  be  added,  however,  that  in  no  case  had  the  upper 
eyelid  been  everted  for  treatment.  In  this  instance  many 
families  resident  in  the  town  suffered,  and  they  were 
chiefly  those  with  whom  pupils  from  the  school  had  visited. 

That  this  disease  is  exactly  the  same  in  the  children  of 
the  rich  as  in  those  of  the  poor  is  well  proved  by  reference 
to  a  report  which  I  wrote  in  1866  after  an  inspection  of  a 
workhouse  school  at  Brentwood.  The  terms  in  which  I 
recorded  the  facts  in  that  instance  might  have  been 
repeated  in  the  case  of  the  high-class  school  to  which  the 
remarks  just  made  refer.  The  chief  difference  is,  that  in 
the  case  of  the  workhouse  school  the  disease  had  prevailed 
for  six  years,  whereas  in  the  latter  it  had  been  recognised 
only  six  months.  At  Brentwood  (a  school  of  310  children) 
I  found  about  a  third  suffering  from  "  ophthalmia  of  a 
chronic  catarrhal  form.^'  In  only  a  few  had  the  lids 
passed  into  a  badly  granular  form,  and  I  did  not  consider 
that  any  presented  the  true  trachoma  bodies.  The  chief 
difference  between  this  workhouse  school  and  the  one 
which  I  have  recently  visited  would  appear  to  be,  that  at 
the  latter  a  granular  condition  of  the  lids  was  more  easily 
assumed,  and  with  much  less  preceding  conjunctivitis. 
This,  however,  may  possibly  have  been  in  part  due  to 
difference  in  observation,  and  to  my  having  of  late  recog- 
nised as  "  slightly  granular "  conditions  which  I  should 
formerly  have  passed  as  healthy.  This  last  remark  leads 
to  another.  It  is  that  the  diagnosis  of  "  granular  lids  " 
in   their  early  and  slight   stages   is  by   no  means  easy. 
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After  all,  the  papillae  which  when  enlarged  constitute  "  the 
sandy  lid,"  and  give  rise  to  the  slightly  villous  appearance 
which  constitutes  the  second  stage  of  the  disease,  are 
normal  structures,  and  large  allowance  must  be  made  for 
varying  conditions  within  the  limits  of  health.  It  is  easily 
possible  to  say  of  some  lids  they  are  not,  and  of  others,  that 
they  are  "  granular "  in  a  morbid  sense,  but  between  these 
are  a  host  which  no  amount  of  experience  will  enable  a 
man  to  speak  positively  about.  I  know  of  no  sign  which 
can  be  trusted  in  all  cases,  and  during  the  prevalence  of 
an  epidemic  the  only  safe  rule  is  to  treat  all  suspicious 
cases  as  if  they  were  real  ones.  I  need  scarcely  say  that 
in  the  class  of  cases  to  which  I  refer  no  help  is  to  be 
obtained  from  the  absence  of  sago  grains,  for  these  are 
conditions  met  with  onl}^  in  late  stages  and  pronounced 
cases. 

If  there  is  difficulty  in  diagnosis  before  treatment  there 
is  yet  more  afterwards,  and  nothing  short  of  immunity 
from  relapse  for  a  month  or  two  after  cessation  of  treat- 
ment will  justify  a  surgeon  in  pronouncing  a  case  to  be 
cured. 

The  disease  to  which,  when  I  was  on  the  Moorfields 
active  staff,  we  used  to  exclusively  apply  the  name 
"  catarrhal  ophthalmia "  was  a  very  peculiar  one.  It 
was  an  acute  conjunctivitis,  attended  by  great  congestion 
and  free  mucous  secretion.  The  ocular  conjunctiva  was 
always  affected.  The  congestion  had  the  peculiarity  of 
being  in  patches,  and  so  closely  placed  were  the  vessels 
that  these  patches  often  looked  like  ecchymoses.  By  the 
aid  of  a  lens,  however,  you  could  always  demonstrate  that 
the  patch  consisted  of  dilated  vessels,  and  that  there  was 
no  real  hgemorrhage.  I  have  made  this  demonstration 
many  a  time.  The  two  eyes  were  alwaj^s  affected 
together,  and  with  almost  equal  severity.  There  was 
never  any  pain  or  intolerance  of  light,  and  the  patient, 
with  his  red  eyes,  would  look  you  full  in  the  face.  I  do 
not  know  that  I  ever  saw  an  isolated  example  of  this 
complaint.      Often   two   or   three   members   of   the   same 
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family  would  come  in  company,  or  if  not,  there  was  almost 
always  the  history  of  others  in  the  house  having  suffered. 
Yet,  although  thus  most  definitely  contagious,  I  do  not 
recollect  to  have  been  ever  made  acquainted  with  an 
epidemic  which  spread  further  than  a  few  families.  I 
never  heard  of  it  going  through  a  school,  or  being  pre- 
valent in  a  town  or  village.  Possibly  one  reason  for  this 
is  that  the  disease  is  of  very  brief  duration,  and  that 
whilst  it  lasts  it  is  very  conspicuous,  and  warns  its  subject 
to  keep  the  house,  and  others  to  avoid  him.  Its  attacks 
are  usually  over  in  a  week  or  ten  days,  and  although  its 
disappearance  is  hastened  by  astringents  it  appears  to  be 
capable  of  spontaneous  cure.  It  is  not  liable  to  recur, 
and,  as  a  rule,  leaves  no  sequelae. 

No  schoolmaster  in  his  senses  would  allow  a  child  with 
this  form  of  disease  to  sit  with  others.  It  is  a  malady 
which,  although  really  trivial,  looks  alarming,  whereas  the 
reverse  seems  to  be  the  case  with  the  form  of  ophthalmia 
which  leads  to  granulation. 

Whether  we  think  that  the  term  "  catarrhal  "  is 
appropriate  to  this  disease  will  depend  upon  the  meaning- 
which  we  attach  to  it.  There  is  little  or  no  evidence  as 
to  its  being  induced  by  catching  cold,  and  it  is  wholly 
distinct  from  the  suffused  eye  which  so  frequently  attends 
an  ordinary  coryza.  That  it  spreads  in  families  by  con- 
tagion there  cannot  be  the  slightest  doubt,  and  that  when 
it  does  so  the  ordinary  constitutional  symptoms  of  "  a 
cold  "  are  absent  is  also  undoubted. 

That  this  form  of  conjunctivitis  does  not,  as  a  rule, 
lead  to  granular  lids  is  certain,  but  we  must  not  hastily 
assume,  that  it  may  not  sometimes  do  so  in  indi%aduals 
predisposed  by  race  or  state  of  health.  Nor  can  I  wholly 
reject  a  suspicion,  that  these  cases  of  so-called  catarrhal 
ophthalmia  are  only  very  exaggerated  forms  of  that  which 
is  the  parent  of  granular  lids.  It  may  be  the  fact  that 
the  blotchy  congestion  of  the  ocular  conjunctiva  which  is 
such  a  conspicuous  feature  of  the  disease  occurs  only  in 
individuals  of  peculiar  predisposition,  and  that  most  of  the 


40  DISEASES    OF    THE    CONJUNCTIVA. 

cases  do  not  show  it.  Against  this  supposition  there  is, 
however,  as  already  hinted,  the  fact  that  in  considerable 
epidemics  not  a  single  patient  has  ever  exhibited  any 
condition  approaching  it. 

If  the  "  pre-granulation  ophthalmia  "  and  the  so-called 
"  catarrhal  "  or  "  puro-mucous  "  ophthalmia  be  really 
distinct  diseases,  they  have  certainly  some  important 
features  in  common  ;  both  are  very  contagious  and  of  very 
brief  duration,  in  both  the  two  eyes  suifer  together,  and 
in  both  the  same  class  of  remedies  are  curative. 

Mr.  Nettleship,  for  reasons  similar  to  those  given  above, 
has  proposed  to  abandon  the  term  "  catarrhal,"  and  gives 
an  excellent  description  of  this  type  of  ophthalmia  under 
the  name  of  "  muco-purulent." 

Dr.  Noyes,'^  at  p.  293,  has  a  paragi'aph  which  probably 
refers  to  the  disease  in  question.  He  states  that  the 
attacks  usually  last  from  three  to  ten  days,  and  that  the 
disease  may  be  wide-spread  in  a  community.  He  does 
not,  however,  mention  the  conspicuous  features  to  which 
I  have  adverted,  and  he  says  that  it  is  attended  by 
coryza. 

It  is  admitted  by  all,  that  surgeons  who  attend  upon 
patients  with  granular  lids  but  very  rarely  contract  the 
disease.  This  fact  and  some  others  of  the  same  kind  seem 
to  wholly  exclude  the  supposition  that  the  material  of  conta- 
gion can  travel  through  the  air.  The  risk  of  contagion 
appears  to  be  closely  connected  with  the  bedchamber.  Those 
who  occupy  the  same  room  with  an  infected  person  at  night, 
and  especialiy  if  sleeping  in  the  same  bed,  are  very  prone 
to  become  attacked.  This  is  explained  by  many  observers 
on  the  supposition  that  the  closeness  of  the  atmosphere 
and  defective  ventilation  are  important  factors.  When 
we  remember,  however,  how  various  are  the  possibilities 
as  regards  direct  transference  by  contact — towels,  hand- 
kerchiefs, pillow-cases,  flies,t  &c. ;  we  shall,  I  think,  be 

*  See  Knapp's  '  Archives,'  xv,  p.  441,  188G. 

t  My  own  belief  is  that  Hies  are  the  chief  agents  in  the  contagion  of  this 
disease.     Such  a  supposition  explains  well  the  observed  fact  that  it  seems  to 
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reluctant  to  admit,  in  the  face  of  much  negative  evidence, 
that  such  is  really  the  case.  At  one  of  the  schools  which 
I  have  visited,  and  when  the  disease  had  prevailed  exten- 
sively, the  bedrooms  were  everything  that  could  be  wished. 
In  this  instance  some  of  the  maidservants  who  attended  to 
the  bedrooms  had  suffered,  whilst  those  employed  exclu- 
sively in  the  kitchen  had  escaped.  I  know  a  case  in 
which  a  gentleman  caught  the  disease  from  his  wife 
although  they  occupied  a  large  and  airy  bedroom.  I  am 
indisposed  to  believe  that,  excepting  by  increasing  the 
risk  of  contagion,  crowding',  defective  ventilation,  or  any 
other  hygienic  condition  has  any  influence  in  the  production 
of  the  disease. 

There  is  not,  so  far  as  I  know,  any  evidence  whatever 
in  support  of  the  idea,  that  the  disease  can  prevail  as  an 
epidemic  in  a  town  or  community  amongst  individuals 
who  are  not  brought  into  personal  communication  with 
each  other. 

Good  reasons  may,  I  think,  be  alleged  for  believing  that 
the  cause  of  the  ophthalmia  which  is  followed  by  granular 
lids  is  a  special  or,  if  we  may  venture  on  the  word,  a 
"  specific  "  one.  This  state  of  lids  does  not  follow  simple 
congestion  of  the  eye  from  injury  or  exposure,  however  long 
continued.  Granulations  are  no  part  of  the  changes  which 
lead  to  xerophthalmia,  or  what  is  called  pemphigus  of  the 
conjunctiva.  Nor  do  we  fear  them  after  syphilitic  keratitis, 
or  any  of  the  forms  of  ulcerative  or  pustular  ophthalmia 
which  occur  to  strumous  children.  During  some  of  these 
latter  the  eyes  may  be  intensely  congested  for  months 
together,  but  as  a  rule  no  trachoma  results.  When  the 
disease  passes  off,  the  conjunctiva  often — I  think  I  may 
say  usually — returns  to  a  condition  of  perfect  health. 
Similar  statements  are  true  of  acute  purulent  or  gonor- 
rhceal  ophthalmia. 

spread  to  the  occupants  of  adjacent  beds.  It  explains  the  occurrence  of 
epidemics  during  hot  weather,  and  especially  the  unusual  development  of  the 
malady  during  the  summer  of  1893,  which  was  very  dry,  and  during  which 
flies  were  unusually  plentiful. 
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Sporadic  cases  of  granular  lids  are  probably  very  rare. 
We  almost  invariably  meet  witb  them  as  parts  of  an  epi- 
demic, or  in  those  who  have  suffered  at  school.  I  speak 
of  this  matter  from  no  very  large  experience,  and  there 
are  those  present  much  more  competent  to  give  opinions. 
To  specialists,  even  rare  things  sometimes  come  to  seem 
common,  yet  I  much  doubt  whether  any  specialist  present 
will  be  able  to  tell  us  that  he  sees  many  cases  of  gi'anu- 
lar  lids  in  private  practice.  I  have  myself  treated  but 
few.  Those  which  I  have  seen  have  been  almost  invariably 
in  persons  either  of  Hebrew  or  Celtic  descent.  An 
exception  has  recently  offered  itself  in  the  case  of  a 
husband  and  wife,  both  of  whom  suffered  for  long,  and  in 
whom  I  could  trace  no  cause. 

The  experience  of  those  who  have  observed  this  form  of 
ophthalmia  as  it  has  occurred  amongst  soldiers  is  strongly 
in  favour  of  its  specificity.  A  misconception  prevails,  I 
believe,  to  a  certain  extent,  as  to  the  nature  of  the  "  mili- 
tary ophthalmia."  It  is  supposed  from  the  term  purulent, 
which  has  been  sometimes  applied  to  it,  that  it  is  originally 
connected  with  contagion  from  gonorrhoeal  discharges. 
We  cannot  too  soon  rid  our  minds  of  any  suspicion  in  this 
direction.  The  ophthalmia  Avhich  prevailed  in  the  army 
in  Egypt,  and  which  afterwards  proved  such  a  scourge 
in  the  armies  of  Prussia,  Holland,  and  some  other 
countries,  was  no  other  than  a  severe  type  of  that,  which  in 
our  workhouse  schools  leads  to  granular  lids.  Its  ordi- 
nary end  was  gTanular  lids  and  pannus.  It  spread  by 
contagion  from  person  to  person.  It  was  by  no  means 
always  attended  in  the  first  instance  by  an  acute  stage  of 
purulent  discharge.  This  fact  may  be  illustrated  by  men- 
tioning that  the  medical  officers  of  the  Dutch  army  were, 
during  its  prevalence,  divided  into  "compressionists"  and 
"  contagionists."  The  term  "  compressionist  "  meant,  one 
who  thought,  that  the  eye  disease  was  caused  by  the 
compression  of  the  soldier's  collar  and  helmet  strap, 
a  cause  to  which  no  one  would  have  dreamed  of  attri- 
buting an  acute  purulent  affection.      It  may  also  be  borne 
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in  mind,  as  already  stated,  that  neither  the  purulent 
ophthalmia  of  infants  nor  that  of  adults  results  in  granu- 
lations. 

We  may  then,  I  think,  without  reserve  accept  the  terms 
"  Egyptian  ophthalmia  ''  and  ''  military  ophthalmia  "  as 
synonymous  with  school  ophthalmia,  and  as  applicable  to 
a  disease  which  is  caused  by  a  specific  virus.  It  is  quite 
probable  that  different  epidemics  may  differ  considerably  in 
virulence,  but  allowance  being  made  for  this,  the  experience 
gained  in  the  one  is  applicable  to  the  others.  Amongst 
the  many  valuable  papers  which  have  been  written  on  mili- 
tary ophthalmia,  we  have  a  long  and  very  complete  one  from 
the  pen  of  MM.  Testilin  and  Warlomont,  the  translators 
of  Mackenzie's  work  on  '  Diseases  of  the  Eye.'  This  paper 
gives  us  a  detailed  picture  of  the  disease  in  all  its  stages,  and 
discusses  with  great  minuteness  the  various  measures  of 
prophylaxis  and  treatment.  Especially  is  it  valuable  for 
the  proof  which  it  contains  that  the  disease  is  contagious, 
not  alone  in  its  early  stages,  but  in  its  most  confirmed.  At 
one  time  the  Belgian  Government  had  adopted  the  perilous 
practice  of  remitting  to  their  homes  soldiers  who  had 
become  disabled  by  granular  lids.  Over  and  over  again 
these  unfortunates  spread  the  disease  in  their  families, 
and  became  the  centre  of  village  epidemics.  The  danger 
of  contagious  spreading  of  this  kind  is  of  course  far  less 
amongst  the  classes  which  supply  pupils  to  our  private 
schools  than  it  is  amongst  the  poor.  There  is  amongst  our 
own  middle  class  no  crowding  in  bedrooms,  and  but  little 
risk  of  the  use  of  towels,  handkerchiefs,  &c.,  in  common. 
Contagion  from  granular  lids  in  a  chronic  stage  will  pro- 
bably occur  only  by  accident,  whereas  in  the  cottages  of 
the  poor  it  is  almost  a  certainty.  I  do  not  find  in  the 
records  of  workhouse  epidemics  in  our  own  country,  that 
any  compunction  seems  to  have  been  felt  as  to  permitting 
chronic  cases  to  return  home,  and  no  very  startling  proofs 
of  the  danger  of  the  practice  appear  to  have  been  recorded. 
It  is,  however,  high  time  that  attention  be  given  to  a  most 
reprehensible  line  of  conduct,  since  it  is  very  possible  that 
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to  it  we  owe  the  increased  prevalence  of  tlie  disease  which 
appears  to  threaten  us. 

The  facts  as  regards  military  ophthalmia  would  lead  us 
to  believe  that  the  disease  acknowledges  no  predisposing 
influences,  but  may  occur  to  anyone  who  is  exposed  to 
its  contagion.  The  conditions  often  quoted  as  likely  to  be 
predisposing,  such  as  small,  close  rooms,  crowding,  and  the 
like,  are  obviously  precisely  those  likely  to  favour  direct 
contagion. 

That  "  military  ophthalmia  "  was,  at  any  rate  in  some 
of  its  outbreaks,  a  far  more  severe  disease  than  any  which  we 
have  now  amongst  us  will  be  admitted  at  once  by  all  who 
are  familiar  with  its  literature.  In  many  cases  its  onset  was 
severe,  and  such  remedies  as  bleeding  and  leeches  were 
sometimes  resorted  to.  It  led,  however,  to  the  same  results 
— granular  lids  and  pannus,  and  not,  as  does  purulent  oph- 
thalmia, to  sloughing  of  the  cornea.  Its  subjects  continued 
to  be  sources  of  contagion  for  many  months,  or  even  years. 
In  contrast  with  present  epidemics,  it  may  be  plausibly 
held  that  its  severity  was  only  a  matter  of  degree.  It  is 
possible  that  a  peculiarly  virulent  form  of  poison  had 
been  imported  from  Egypt,  and  facts  would  favour  the 
belief,  and  both  on  the  Continent  and  amongst  ourselves  its 
virulence  has  been  on  the  decline  ever  since.  I  am  told  that 
in  Belgium  the  severe  cases  described  by  writers  of  half  a 
century  ago  are  no  longer  met  with. 

One  of  the  most  difficult  questions  connected  with  the 
subject  is  to  determine  when  and  under  what  conditions 
granular  lid  ophthalmia  may  be  safely  neglected.  By 
neglect  is  meant  allowing  its  subject  to  mix  with  others, 
and  abandoning  systematic  treatment.  Now,  although  it 
may  be  admitted  that  many  cases  in  slight  stages  probably 
recover  without  much  and  sometimes  without  any  treat- 
ment, and  that  in  a  still  more  numerous  class,  although  the 
patient  himself  remains  uncured,  yet  there  is  no  spreading 
of  the  disease  to  others,  we  must  not  shut  our  eyes  to  the 
reality  of  the  risk  encountered.  Granular  lids  once  es- 
tablished are  the   cause  of  much  misery  to  the  patient. 
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They  entail  painful  and  often  repeated  measures  of  treat- 
ment. Tliey  incapacitate  to  a  very  considerable  extent  for 
most  of  the  pleasures  and  duties  of  life.  Those  who 
suffer  from  them  are  often  for  years  together  unable  to 
read.  They  are  also  compelled  to  live  in  a  state  of  semi- 
isolation.  In  the  English  race  the  disease  but  rarely 
becomes  a  source  of  danger  to  sight,  but  amongst  others 
more  than  a  very  few  eyes  are  lost.  The  expressions  used 
by  those  who  have  had  to  deal  -with  epidemics  amongst 
soldiers,  may  convey  some  idea  of  the  estimate  of  their 
importance  which  had  been  forced  upon  them.  The 
authorities  of  workhouse  schools  have,  I  believe,  not  as 
yet  taken  adequate  cognizance  of  the  risk  of  contagion. 
Not  only  have  children  suffering  from  ophthalmia  been 
admitted  into  the  schools,  but  those  only  half  cured 
have  been  allowed  to  leave  without  remonstrance.  It 
may  be  difficult  to  prevent  this,  but  surely  some  attempt 
should  be  made.  For  all  classes  of  the  community,  but 
especially  for  workhouse  children,  there  ought  to  be 
provided  hospital  schools  into  which  chronic  cases  can  be 
received,  and  where  they  can  remain  until  quite  well. 
At  these  institutions  education  should  be  mainly  viva  voce, 
and  the  reading  of  books  should  be  minimised.  One  of 
the  most  curious  bits  of  evidence  which  I  have  obtained 
in  connection  with  this  topic  has  been  furnished  to  me  by 
the  very  intelligent  surgeon  to  one  of  our  largest  public 
schools.  This  gentleman  boasts  that  the  school  which  he 
advises  is  now  perhaps  the  best  as  regards  sanitary 
arrangements  in  England,  but  he  adds,  "  I  still  have  every 
year  forty  or  fifty  cases  of  workhouse  ophthalmia."  He 
attributes  them  to  overcrowding  in  dormitories — an  ex- 
planation which,  excepting  that  it  favours  contagion,  I 
cannot  accept.  His  treatment  is  the  strictest  isolation — 
"  as  I  would  with  scarlet  fever  or  smallpox " — and  the 
use  of  nitrate  of  silver.  By  these  means  he  holds  that  he 
has  always  succeeded  in  curing  the  cases  and  preventing 
an  epidemic.  His  remarks  imply  that  under  these 
prompt  and  energetic  measures  he  has  not  had  any  cases 
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lapse  into  a  clironic  state.  I  find  it,  however,  impossible 
not  to  suspect  that  the  permanent  prevalence  of  the 
disease  in  his  school  is  to  be  explained  as  the  result  of 
contagion  from  boys  incompletely  cured  and  permitted 
to  return  prematurely  to  their  classmates. 

One  of  the  subjects  respecting  which  I  hope  to  gain 
knowledge  is  as  to  the  experience  of  other  middle-class 
schools  in  respect  to  what  we  have  hitherto  called  work- 
house ophthalmia.  I  have  told  all  I  know,  and  I  hope 
others  will  do  the  same.  As  I  have  already  said,  there  is  no 
need  to  risk  injury  to  individual  institutions  by  mentioning 
names.  Vague  rumours  have  reached  me  concerning 
several  schools  other  than  those  to  which  I  have  referred. 
Thus  I  have  been  told  that  in  one  all  the  masters  have 
suffered.  In  several  instances  a  single  child  has  been 
recognised  as  the  subject  of  granulations  who  was  a  pupil 
at  a  boarding-school  where  no  special  notice  was  taken  of 
it.  I  cannot  help  suspecting  that  a  skilled  inspector  of  the 
middle-class  schools  might  reveal  a  far  wider  prevalence  of 
the  malady  than  we  at  present  recognise.  This,  however, 
is  conjecture,  for  I  have  no  proof  beyond  the  facts  which 
I  have  mentioned.  In  some  instances  I  suspect  that 
school  authorities  have  concealed  the  existence  of  the 
disease,  and  in  others  have  simply  neglected  it. 

I  shall  advert  but  very  briefly  to  the  history  of 
ophthalmia  in  workhouse  schools,  since  the  chief  object  of 
my  paper  is  to  ask  attention  to  its  occurrence  in  those  of 
another  class.  It  may  be  of  interest  to  note  that  this 
history  does  not  go  very  far  back ;  just  as  military 
ophthalmia  was  not  very  long  ago  a  novelty  in  armies,  so 
workhouse  ophthalmia  was  very  possibly  a  novelty  in  the 
middle  of  the  present  century.  We  cannot,  of  course,  feel 
sure  of  this.  The  first  report  on  it  was,  I  believe,  one  by 
Mr.  Bowman  in  1858,  and  it  was  followed  by  others  by 
the  same  authority,  and  by  Mr.  Haynes  Walton  in  1861. 
The  latter  gentleman  evidently  thought  very  lightly  of  it, 
much  as  I  believe  some  advisers  to  our  middle-class  schools 
do  now.      He  attributed  it,  not  to  contagion,  but  to  cold 
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and  damp,  and  did  not  recognise  tlie  danger  of  granular 
lids.  My  own  report  was  in  1866,  and  it  concerned  a 
prevalence  of  the  disease  which  in  that  school  dated  back 
only  six  years.  Although,  as  others  had  done,  I  thought 
the  ophthalmia  one  to  be  easily  cured,  and  did  not  rate  its 
dangers  so  highly  as  I  should  do  now,  yet  I  am  proud  of 
the  fact  that  I  then  asserted,  that  contagion  and  contagion 
only  was  its  cause,  and  recommended  then,  as  I  do  now, 
strict  isolation  as  the  only  means  of  preventing  its 
spread. 

None  of  the  measvires  which  resulted  from  the  reports 
which  I  have  referred  to,  or  from  the  subsequent  labours  of 
Mr,  Nettleship  and  others  in  respect  to  the  matter,  have 
proved  sufficient.  Our  workhouse  schools  still  suffer  from 
ophthalmia  to  a  most  lamentable  extent,  and  the  state  of 
things  still  loudly  calls  for  additional  effort. 

I  do  not  think  that  there  can  be  any  doubt  that  the 
disease  underwent  a  very  great  increase  during  the  period 
that  isolation  was  wholly  neglected  in  the  middle  of  the 
century,  and  that  it  still  is  terribly  prevalent  just  in  pro- 
portion to  the  neglect  of  this  measure.  We  have  in  these 
facts  a  very  definite  lesson  as  to  what  is  now  desirable. 
Unless  precautions  are  promptly  taken,  workhouse  oph- 
thalmia will  very  shortly  become  an  appendage  of  our 
middle-class  schools  just  as  it  has  for  long  been  of  those 
for  paupers.  From  schools  it  will  spread  to  private 
families,  and,  unless  something  in  our  race  peculiarities 
protects  us,  bad  cases  of  trachoma  may  become  as  common 
with  us  as  they  have  long  been  in  France  and  in  Ireland. 
No  one  who  has  attended  the  practice  of  a  Paris  oph- 
thalmic clinic,  and  seen  what  Mr.  Critchett  described  as 
"  the  noble  army  of  martyrs  standing  in  rows  and  waiting 
in  turn  to  have  the  eyelids  brushed,"  can  fail  to  appreciate 
the  urgent  necessity  for  doing  all  that  is  possible  to 
prevent  the  development  of  such  a  state  of  things.  We 
must  not  presume  too  much  upon  racial  advantages,  for 
the  facts  to  which  I  have  adverted  disclose,  I  think,  very 
serious  danger. 
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In  speaking  of  the  preventive  and  remedial  measures 
which  should  be  adopted  when  cases  of  ophthalmia  occur 
in  schools,  we  deal  separately  with  the  two  stages. 
There  will  probably  be  no  difference  of  opinion  as  to  the 
desirability  of  prompt  isolation  of  all  cases  of  inflamed 
eyes  occurring  in  schools.  We  cannot  be  sure  which  may 
prove  contagious,  and  if  a  pupil  have  red  or  irritable  eyes, 
isolation  and  suitable  local  treatment  should  be  at  once 
resorted  to.  All  large  schools  should  be  provided  with 
apartments  ready  to  hand  for  this  purpose.  In  the 
majority  of  cases  a  cure  will  probably  be  quickly  effected, 
but  a  careful  examination  of  the  lids  should  be  made 
before  the  pupil  is  allowed  to  associate  with  others,  and 
should  be  repeated  a  few  weeks  later  whether  there  be 
symptoms  or  not. 

Questions  of  much  greater  difficulty  present  themselves 
if  any  condition  approaching  to  granular  lids  is  discovered. 
The  disease  may  be  very  slight,  or  even  doubtful.  If, 
however,  there  be  any  suspicion  of  such  changes,  not  only 
ought  isolation  from  the  healthy  to  be  maintained,  but 
additional  attention  should  be  given  both  to  local  and 
constitutional  treatment.  It  is  probable  that  the  liability 
to  lapse  into  a  chronic  state — to  pass  from  the  papillary 
to  the  sago-grain  stage — depends  very  much  upon  the 
vigour  of  the  patients.  In  such  a  state  tonics  and  fresh 
air  become  of  great  importance.  The  place  of  residence 
should  be  dry  and  bracing,  and  if  the  location  of  the  school 
cannot  claim  these  qualities  the  affected  pupils  should  be 
sent  elsewhere. 

If  an  epidemic  prevail  in  a  school,  ought  the  establish- 
ment to  be  broken  up  and  the  pupils  sent  home  ?  The 
answer  to  this  question  ought,  I  think,  to  be  an  emphatic 
negative.  The  disease  is  not  connected,  as  regards  its 
cause,  with  the  location  of  the  school  or  with  the  buildings. 
It  is  due  to  contagion  only.  If  parents  insist  on  having 
their  children  home,  it  must  be  on  their  own  responsibility, 
and  with  a  full  knowledge  of  the  risk  of  introducing  the 
disease  into  their  own  families.      Apart  from  the  danger 
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of  spreading  the  malady  broadcast  in  tlie  community, 
we  must  remember,  tliat  by  retaining  the  pupils  at  the 
school  and  under  the  charge  of  one  surgeon  we  make 
more  sure  of  their  having  skilful  treatment  efficiently 
carried  out. 

Those  in  charge  of  schools  in  which  cases  of  granular 
lids  have  been  developed  will  naturally  inquire  as  to  the 
probable  length  of  the  isolation  which  will  be  required. 
In  cases  in  which  the  conditions  have  not  gone  beyond  the 
stage  of  papillary  granulations  we  may  reply  that  a  month 
or  two  will  probably  be  sufficient.  If,  however,  true 
trachoma  bodies — the  sago  grains  or  frog  spawn — are 
present,  then  the  period  will  be  at  least  one  of  many 
months,  and  it  may  be  years.  For  such  patients  special 
educational  arrangements  are  demanded,  for  no  prudent 
surgeon  would  admit  them  again  into  a  school  unless  after 
very  prolonged  treatment.  If  the  condition  had  become 
chronic,  and  the  sago  grains  had  resisted  treatment,  the 
child  ought  perhaps  to  be  regarded  as  permanently  unfit 
for  any  school  where  healthy  pupils  were  received. 
The  treatment  of  such  a  case  would  very  probably 
extend  over  the  whole  period  usually  allotted  to  school 
life,  for  the  risk  of  relapse  after  apparent  cure  is  very 
great.  Such  children  should  be  sent  to  invalid  schools  at 
the  sea-side,  or  in  the  most  bracing  situations  which  can 
be  obtained.  It  is  a  question  not  only  of  preventing  them 
from  being  sufferers  from  irritable  eyes  for  life,  but  of 
their  being  permanent  sources  of  danger  to  others.  It  is 
worth  while  to  adopt  any  measures,  however  expensive  and 
troublesome,  in  order  to  ensure  their  cure. 

In  conclusion,  gentlemen,  I  can  only  hope  that  you  will 
not  consider  me  an  alarmist.  This  Society  has  already  done 
excellent  social  work  by  its  appeals  to  those  in  authority 
and  to  the  public  generally  in  reference  to  the  prevention  of 
the  ophthalmia  of  infants.  As  a  cause  of  blindness  on  the 
Continent  the  ophthalmia  of  granular  lids  stands  second 
only  to  purulent  ophthalmia  itself.  We  are,  I  believe, 
threatened  with  a  large  increase  of  the  malady  in  England, 
VOL.  xiv.  4 
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and  I  cannot  but  think  that  a  great  duty  and  a  large 
sphere  of  usefulness  lie  before  us  in  respect  to  it.  In 
the  first  place  we  must  be  well  informed  ourselves,  and  in 
the  next  we  must  inform  the  public.  In  the  term  our- 
selves I  comprise  not  only  the  members  of  this  Society,  or 
those  skilled  in  ophthalmology,  but  the  whole  profession. 
If  I  wished  to  enforce  the  necessity  for  general  education 
in  ophthalmology,  I  know  of  no  department  from  which  I 
could  more  easily  draw  good  illustrations  than  that  of  the 
prevention  of  granular  lids. 

The  following  were  the  propositions  submitted  by  Mr. 
Hutchinson  at  an  adjourned  meeting  for  the  discussion  of 
the  preceding  paper. 

Propositions,  Definitions  of  Terms,  Sfc,  in  Reference  to 
School  Ophthalmia. 

1.  That  the  contagious  ophthalmia  which  has  recently 
prevailed  to  a  greater  or  less  extent  in  certain  high-class 
schools  is  precisely  the  same  malady  as  that  which  in 
pauper  schools  has  long  been  recognised  as  the  origin  of 
trachoma. 

2.  That  the  reason  why  but  few  cases  of  trachoma  have 
resulted  from  these  outbreaks  is  that  efficient  treatment 
has  been  early  adopted. 

3.  The   epidemic   to  which   I  referred  in  my  paper  as 

having  recently   occurred  at School  was,    excepting 

that  the  cases  were  of  somewhat  minor  severity,  pre- 
cisely the  same  in  character  as  that  on  which  I  reported 
in  1866  as  then  present  in  the  Brentwood  pauper  schools 
(see  'Ophthalmic   Journal/  vol.    v,  p.  334).      Not  a   few 

of   the   cases   at  School   had  persisted  for  several 

months,  and  after  a  certain  amount  of  treatment ;  many 
relapses  had  occurred,  and  in  some  instances  after  a  medical 
certificate  that  the  cure  was  complete. 

4.  Neglect  isolation,  and  school  ophthalmia  will  spread 
through  the  establishment. 

5.  Neglect  the  local    treatment  of  school   ophthalmia, 
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and  a  certain  number  of  trachoma  cases  or  ^'  workhouse 
ophthalmia  "  will  be  the  result. 

6.  A  certain  number  of  protracted  trachoma  cases  have 
already  resulted  from  ophthalmia  epidemics  in  middle-class 
schools,  and  a  far  larger  proportion  of  cases  would  have 
passed  into  this  stage  had  it  not  been  for  careful  treat- 
ment. 

7.  It  is  a  feat  of  clinical  imagination  merely  to  con- 
ceive that  there  are  two  forms  of  epidemic  follicular 
ophthalmia,  one  of  which  has  no  tendency  when  neglected 
to  end  in  trachoma  (see  Nettleship,  '  On  Diseases  of  the 
Eye/  p.  83). 

8.  "  Follicular  conjunctivitis  "  and  "  follicular  oph- 
thalmia "  are  names  for  an  early  stage  of  granular  lids. 
This  stage  is  characterised  by  general  enlargement  of  the 
normal  follicles,  and  often  of  the  papillas  also. 

9.  It  is  admittedly  extremely  difficult  to  say  in  slight 
cases  whether  enlarged  follicles  are  a  personal  peculiarity 
or  an  evidence  of  disease. 

10.  '^  School  ophthalmia^'  is  a  name  for  a  contagious 
and  often  very  brief  form  of  conjunctivitis,  which,  if 
neglected,  may  in  certain  cases  produce  granular  lids. 

11.  ''Workhouse  ophthalmia"  is  a  name  which  has 
been  used  for  cases  of  granular  lids  (trachoma).  It  is 
always  initiated  by  an  attack  of  "  school  ophthalmia." 

12.  The  disease  known  conventionally  as  "  catarrhal 
ophthalmia,"  which  often  runs  through  families,  and  is 
attended  by  patchy  congestion  of  the  ocular  conjunctiva, 
may  possibly  be  the  same  disease  as  "  school  ophthalmia." 

13.  "  School  ophthalmia"  is,  however,  rarely  attended 
by  much  congestion  of  the  ocular  conjunctiva. 

14.  The  initial  attack  is  usually  easily  and  completely 
cured  by  local  treatment. 

15.  The  second  stage,  "  follicular  ophthalmia,"  is 
usually  curable  by  efficient  treatment  perseveringly  used 
for  a  month  or  two. 

16.  The  third  stage,  that  of  "  trachoma  "  (when  the 
conjunctiva  is  thickened  and  the  follicles  extensively  im- 
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plicated),  is  curable  witli  great  difficulty,  very  liable  to 
relapse,  and  often  requires  a  treatment  extending  over 
years. 

17.  In  all  stages  those  who  suffer  from  granular  lids 
are  liable  to  relapse,  and  to  become  sources  of  danger  from 
contagion. 

18.  The  danger  of  contagion  is  probably  in  proportion 
to  the  amount  of  puro-mucous  secretion.  During  condi- 
tions of  dry  eye,  with  little  or  no  secretion,  such  cases  are 
probably  but  little  dangerous. 

19.  School  ophthalmia  by  no  means  always  leads  to 
granular  lids  ;  on  the  contrary,  a  very  large  majority  of 
its  subjects  recover  completely,  and  such  recovery  is  al- 
most universal  u^nder  efficient  treatment. 

20.  There  is,  however,  always  a  risk  that  school  oph- 
thalmia may,  if  neglected  and  in  certain  constitutions,  run 
on  into  granular  lids. 

21.  Conversely,  cases  of  granular  lids  are  in  all  stages, 
if  temporarily  attended  by  discharge,  liable  to  become  the 
sources  of  epidemics  of  school  ophthalmia. 

22.  It  is  probable  that  all  epidemics  of  contagious  oph- 
thalmia in  schools  are  the  same  in  kind,  although  they 
may,  in  accordance  with  the  general  laws  of  epidemics, 
differ  widely  in  severity  of  type. 

23.  The  tendency  to  the  development  of  granular  lids 
after  an  attack  of  school  ophthalmia  probably  depends  much 
upon  the  race-descent,  structural  endowments,  and  state 
of  vigour  of  the  patient. 

24.  All  cases  of  trachoma  have  been  preceded  in  the 
first  instance  by  an  attack  of  conjunctivitis  due  to  specific 
contagion. 

25.  The  initial  attack  of  conjunctivitis  is  in  its  nature 
transitory ;  it  is  often  slight,  and  lasts  only  a  week  or  ten 
days. 

26.  After  the  initial  attack  the  conjunctiva  of  the  globe 
may  resume  a  normal  condition  whilst  changes  are  going 
on  insidiously  in  the  follicles  and  papillje. 
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Memoranda  for  the  Guidance  of  School  Authorities. 

A  certificate  of  freedom  from  ophthalmia  should  always 
be  required  on  the  return  of  a  pupil  to  school  (as  is 
already  the  case  in  reference  to  tinea  and  some  other 
maladies) . 

In  the  case  of  anyone  in  a  school  suffering  from  "  sore 
eyes/'  isolation  should  be  immediately  adopted  and  advice 
obtained. 

If  in  any  case  relapses  occur  and  granular  lids  are 
developed^  the  isolation  and  treatment  ought  to  be  pro- 
longed, and  the  pupil  ought  not  to  be  allowed  to  return 
to  school  until  the  cure  has  been  established  (without  re- 
lapse) for  several  months. 

No  case  of  granular  lids,  still  requiring  treatment, 
should  ever  be  admitted  into  a  school  where  there  are 
healthy  children. 

In  case  of  an  outbreak  in  a  school  the  treatment 
should  be  conducted  on  the  spot,  and  the  pupils  ought  not 
to  be  sent  home. 

The  treatment  need  not  interfere  materially  with  school 
routine. 

Dr.  Sydney  Stephenson  remarked  that  the  subject  as 
regarded  parochial  schools  was  one  not  only  of  technical, 
but  almost  of  national  importance.  There  were  upwards 
of  11,000  children  in  the  workhouse  schools  of  the  metro- 
polis, and  probably  2000  of  them  required  treatment  of 
the  eyes.  Mr.  Nettleship  had  examined  those  schools 
some  twenty  years  ago,  and  could  speak  on  the  subject. 
Something  had  been  done  on  a  small  scale  four  years  ago. 
The  authorities  of  the  Central  London  School  district  had 
put  up  an  isolation  school  capable  of  accommodating  400 
children,  and  he  had  been  appointed  to  take  charge  of 
that  establishment.  The  number  of  inmates  had  gradu- 
ally fallen  to  100,  and  it  was  then  suggested  that  this 
partially  empty  building  should  be  made  available  for 
children   from    other    unions.      Their   difficulty,   however. 
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had  been  that  the  space  was  far  too  limited  to  meet  the 
demands  made  upon  it.  He  thought  that  one  ophthalmic 
hospital  with  400  beds  would  be  insufficient  for  the 
metropolis.  He  pointed  out  that  there  were  special 
difficulties  in  the  way  of  keeping  the  children  until 
completely  cured.  When  the  parents  left  the  workhouse 
it  was  an  order  that  the  children  should  be  taken  from 
the  schools,  and  great  pressure  was  consequently  brought 
to  bear  upon  them  to  discharge  the  children  under  these 
circumstances,  even  if  incompletely  cured.  Personallj-  he 
would  not  do  this  in  respect  of  children  who  were  still  in  a 
condition  to  prove  harmful  to  others.  He  pointed  out, 
that  the  nomenclature  presented  difficulties  of  its  own. 
Mr,  Hutchinson's  cases  seemed  to  be  merely  cases  of 
muco-purulent  ophthalmia  in  children  who  had  changes 
in  their  eyelids  before  any  acute  symptoms  occurred  at 
all.  When  he  first  undertook  the  treatment  of  these 
cases  he  was  thoroughly  imbued  with  the  notion  that  the 
presence  of  small  follicular  bodies  was  not  a  disease  sui 
generis,  but  the  first  stage  of  true  trachoma,  A  few 
months'  experience,  however,  had  shown  him  that  his 
theory  was  not  all  that  could  be  desired,  because  he  had 
found  these  bodies  in  children  who  had  never  been  to  the 
schools  before.  Many  of  them,  too,  did  not,  as  he  had 
expected,  develop  acute  ophthalmia.  To  test  the  question, 
three  or  four  years  ago  he  had  examined  in  all  some 
14,797  inmates  of  schools  other  than  pauper  schools, — 
board  schools,  charity  schools,  national  schools,  &c, ;  and 
he  had  found  that  94  per  cent,  had  more  or  less  marked 
follicular  change  in  their  eyelids.  He  had  found  only 
5"5  per  cent,  who  were,  as  far  as  he  could  tell,  absolutely 
free  from  any  kind  of  change.  There  was  5  per  cent,  of 
trachoma.  This  condition  of  follicular  conjunctivitis  was, 
therefore,  exceedingly  common.  He  admitted,  of  course, 
that  there  was  the  shifting  standard  to  reckon  with,  and 
some  of  the  lighter  cases  ought  perhaps  to  be  omitted. 
He  believed  that  these  follicular  bodies  were  almost 
normal   to   the    eyes   of    the    majority    of    children.       In 
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respect  of  acute  muco-purulent  ophthalmia,  he  thought  it 
was  due  in  many  cases  to  increased  velocity  of  wind  or 
dampness  of  atmosphere,  though  whether  these  were 
merely  favorable  to  the  vitality  of  the  specific  germs  he 
could  not  undertake  to  say.  He  agreed  that  trachoma 
was  probably  always  due  to  contagion.  He  doubted, 
however,  whether  the  follicular  condition  of  the  eyelids 
conduced  to  trachoma. 

Mr.  Nettleship  premised  that  the  subject  was  one  of 
great  importance,  and  he  thought  they  were  indebted  to 
Mr.  Hutchinson  for  having  brought  it  forward.  No  one 
certainly  would  ever  regard  Mr.  Hutchinson  as  an  alarmist, 
but  he  was  fain  to  confess  that  on  listening  to  the  paper, 
the  effect  produced  on  his  mind  had  been  to  make  him 
think  that  the  author  had  perhaps  taken  rather  an 
extreme  view  of  the  condition.  It  was  desirable  that 
nothing  should  go  forth  from  that  Society  which  might 
add  unnecessarily  to  the  grave  difficulties  under  which  all 
schools  were  constantly  lying  in  relation  to  outbreaks  of 
disease,  and  especially  of  the  milder  kinds  of  disease.  At 
present  he  did  not  think  very  seriously  of  the  matter  as 
it  affected  the  higher  class  of  schools.  He  had  heard  of 
occasional  outbreaks  of  mild  and  persistent  ophthalmia  in 
schools  even  of  the  highest  class,  and  in  families  living 
under  the  best  conditions.  The  point  was,  whether  out- 
breaks of  that  kind  in  such  circumstances  were  to  be 
regarded  as  extremely  grave,  whether  they  were  to  be 
looked  upon  as  an  indication  that  granular  disease  of  the 
conjunctiva  was  steadily  making  way  in  the  community. 
Mr.  Hutchinson  appeared  to  think  that  this  was  the  case. 
If  that  were  so,  then  the  sooner  they  learned  to  recognise 
and  meet  the  facts  the  better.  If  not,  the  sooner  an 
unnecessary  alarm  was  exploded  the  better.  The  appear- 
ances which  seemed  to  point  to  an  increase  of  contagious 
eye  disease  of  late  years  might,  he  urged,  be  due  to  the 
much  higher  standard  of  health  adopted  in  recent  years. 
He  would  not  assert  that  this  was  the  case,  but  they 
ought  to  make  allowance  for  this  possible  source  of  error. 
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If  serious  granular  disease  were  increasing  in  the  com- 
munity, it  might  reasonably  have  been  anticipated  that 
some  members  of  the  Society  would  have  seen  cases  of 
troublesome,  undoubted  granular  disease  in  lads  who  had 
passed  through  middle  and  high  class  schools.  Of  coui'se 
such  cases  might  come  under  notice  now  and  then,  but 
they  must  be  very  rare  ;  he  himself  had  not  heard  of  any 
such.  He  quite  agreed  with  the  points  raised  by  the 
author  and  Mr.  Stephenson  as  to  the  extreme  difficulty, 
almost  the  impossibility,  of  saying  when  a  particular 
eyelid  was  healthy  and  when  not.  In  order  to  determine 
whether  the  eyelids  of  a  particular  child  were  to  be 
considered,  for  administrative  purposes,  faulty  or  not, 
they  must  watch  over  a  period  of  many  weeks,  and  see 
how  much  the  eyelids  of  that  particular  child  varied  from 
time  to  time,  noting  especially  the  presence  or  absence  of 
discharge.  He  thought  that  one  of  the  most  valuable 
tests  as  to  the  conjunctiva  being  morbid  was  whether  it 
gave  rise  to  an  appreciable  amount  of  sticky  discharge, — 
sticky,  not  necessarily  yellow. 

Dr.  EocKLiFFE  refeiTed  to  several  cases  which  had  re- 
cently come  under  his  observation.  The  first  was  a 
gentleman  who  came  to  ask  whether  he  had  "  follicular 
conjunctivitis.'"  On  examination  he  found  simple  catar- 
rhal ophthalmia,  which  soon  yielded  to  treatment.  Being 
struck  with  the  familiarity  of  the  patient  with  the  term 
"  follicular  conjunctivitis,"  on  inquiry  he  found  his  son  was 
at  one  of  the  schools  to  which  Mr.  Hutchinson  referred, 
and  his  return  home  from  the  holidays  had  naturally 
caused  alarm  in  the  household.  In  the  second  case  he 
was  asked  to  certify  another  boy  free  from  "  follicular 
conjunctivitis"  before  his  parents  would  receive  him  home. 
The  next  two  were  brothers,  but  from  different  schools, 
requiring  a  printed  form  of  certificate  to  be  signed,  stating 
they  were  clear  of  "  follicular  conjunctivitis."  The  last 
case  was  a  similar  application  by  one  of  the  head  teachers. 
In  all  these  cases  (except  one  whose  lids  were  perfectly 
smooth)  there  certainly  was  some  slightly  granular  condi- 
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tion  of  the  lower  lids  towards  the  outer  canthus,  and  had 
not  the  school  medical  attendant  been  supported  by,  firstly, 
a  prominent  provincial  specialist,  and  secondly,  Mr.  T. 
Hutchinson,  he  certainly  would  not  have  considered  the 
appearance  of  the  lids  of  a  serious  nature,  but  under  the 
circumstances  they  were  painted  with  the  mitigated  stick, 
and  in  all  cases  certificates  given.  He  pointed  out  the 
anxiety  which  the  present  condition  entailed  on  school 
authorities  and  parents  ;  for,  notwithstanding  one  of 
the  boys  being  classed  as  a  very  bad  case,  with  the  ex- 
ception of  the  lids  every  other  symptom — viz.  sensation 
of  sand  in  the  eye,  redness,  lachrymation,  photophobia, 
excessive  secretion,  asthenopia — was  absent ;  in  fact,  the 
boys  stated  "  they  did  not  know  there  was  anything  the 
matter  with  them  until  the  doctor  had  turned  their 
eyelids  inside  out  and  painted  them.^'  This  had  placed  him 
in  a  very  awkward  predicament  when  he  was  asked  to 
certify  this  or  that  boy  had  the  condition  certified  to  by 
so  many  authorities.  He  had  not  gathered  from  Mr. 
Hutchinson's  paper  whether  this  outbreak  was  considered 
to  be  true  follicular  conjunctivitis  or  catarrhal  ophthalmia. 
He  thought  that  these  were  two  very  distinct  affections,  and 
he  would  expect  some  symptoms  of  irritation  of  the  eye,  and 
also  that  the  patients  themselves  would  be  aware  of  there 
being  something  the  matter  with  their  eyes. 

FiTrther  discussion  was  postponed  till  March  8th. 

Resumed  Discussion  on  Mr.  Hutchinson's  paper,  March  8th, 

1894. 

The  Pkesident  suggested  that  discussion  would  be  facili- 
tated by  limiting  remarks  to  the  four  following  points : — (1) 
Whether  there  was  at  present  any  increased  prevalence 
of  follicular  ophthalmia  in  high-class  schools  ;  (2)  whether 
there  was  more  than  one  form  of  that  affection ;  (3)  as 
to  the  manner  in  which  the  contagion  was  spread  ;  and  (4) 
whether  a  certificate  of  freedom  from  ophthalmia  should  be 
required  before  lads  were  allowed  to  return  to  school. 
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Mr.  Anderson  Ckitchett  agreed  as  to  the  existence  of 
an  epidemic  last  year,  but  not  that  it  was  one  of  granular 
ophthalmia.  He  had  had  an  opportunity  of  seeing  his 
patients  again  at  Christmas,  but  none  of  them  had  relapsed, 
and  there  was  not  the  slightest  sign  of  trachoma. 

Mr.  Priestley  Smith,  Birmingham,  deprecated  the  use 
of  the  word  granular  unless  with  a  qualification.  Granular 
conjunctivitis  covered  certain  trivial,  non-contagious,  or 
little  contagious,  easily  curable  conditions ;  as  well  as  the 
serious,  highly  contagious,  persistent,  and  destructive  dis- 
order known  as  trachoma.  The  presence  of  enlarged 
follicles  in  the  conjunctiva  was  no  proof  of  contagious  cha- 
racter. They  were  present  in  very  many  children  whose 
eyes  appeared  to  be  healthy.  In  town  dwellers  especially 
they  were  associated  Avith  a  general  tendency  to  adenoid 
enlargement,  such  as  very  frequently  found  expression  in 
follicular  pharyngitis.  There  was  no  ground  for  attributing 
this  condition  to  contagion  ;  and  as  evidence  that  a  follicular 
conjunctivitis  may  arise  independently  of  contagion,  there 
was  the  fact  that  in  some  eyes  it  is  induced  by  the  action 
of  a  pure  solution  of  sulphate  of  atropine.  He  was  accus- 
tomed to  regard  the  mild  type  of  follicular  enlai'gement  in 
children  as  due  chiefly  to  faulty  hygienic  conditions,  such 
as  want  of  fresh  air,  hot  rooms,  &c,,  and  was  accustomed 
to  treat  it  chiefly  by  attention  to  these  matters.  No 
doubt  the  prevalence  of  this  comparatively  innocent  fol- 
licular enlargement  in  the  eyes  of  the  children  in  any  school 
would  render  them  more  than  usually  liable  to  the  spread 
of  catarrhal  or  any  other  form  of  acute  conjunctivitis,  and 
would  expose  them  to  special  danger  should  trachoma  be 
introduced.  No  doubt  it  was  difficult  or  impossible  in 
some  cases  to  distinguish  between  an  innocent  follicular 
conjunctivitis  and  a  trachoma,  and  this  difficulty  was  a 
strong  reason  for  caution  whenever  even  the  milder  types 
made  their  appearance,  but  it  did  not  in  the  speaker's 
opinion  justify  the  statement  that  children  affected  with  a 
mild  conjunctivitis  with  follicular  enlargement  were  suffer- 
ing from  trachoma  in  the  early  stage. 
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According  to  some  of  our  most  careful  pathologists, 
trachoma  was  due  to  a  specific  germ,  and  there  was  some 
evidence  to  show  that  this  germ  was  derived  directly  or 
indirectly  from  the  mucous  membrane  of  the  genital 
organs.  During  the  latter  half  of  1893  the  speaker  had  seen, 
he  thought,  as  much  conjunctivitis  during  six  months  as 
he  usually  saw  in  six  years.  He  suspected  that  it  was 
due  in  some  way  to  the  exceptionally  long,  hot,  dry  season. 
He  had  not  seen  any  cases  developing  trachoma.  He 
suspected  that  the  recent  increase  of  conjunctivitis  in  certain 
schools  had  originated  in  like  manner  from  atmospheric 
conditions,  without  in  the  least  minimising  the  importance 
of  guarding  at  all  times  the  eyes  of  school  children  from 
the  chances  of  contagion.  He  should  attribute  the 
chief  importance  in  this  mild  disorder,  which  commonly 
presented  little  irritation  and  no  discharge,  to  ventilation 
of  the  schoolrooms  and  outdoor  exercise.  The  doctrine 
that  the  mild  follicular  condition  of  the  conjunctiva  was 
the  early  stage  of  trachoma  was  apt  to  lead,  he  thought, 
to  an  excess  of  local  treatment  by  astringents. 

Mr.  Johnson  Taylor,  of  Norwich,  said  that  until  the  end 
of  1893  or  the  beginning  of  1894  he  had  not  seen  a  single 
case  of  granular  ophthalmia  in  Norwich,  but  there  were  very 
few  Irish  and  very  few  Jews  in  the  population.  During 
the  last  fcAv  months  he  had  seen  at  least  half  a  dozen  of 
such  cases,  cases  of  undoubted  granular  lids.  He  could 
not  help  thinking  that  granular  lid  ophthalmia  was  very 
much  on  the  increase,  and  he  did  not  think  it  was  altogether 
due  to  the  dry  summer  of  1893.  He  urged  that  all  schools 
in  the  country  should  be  inspected  by  their  medical  officers 
in  order  to  detect  and  isolate  suspicious  cases,  and  it  might 
even  be  desirable  that  the  disease  should  be  placed  in  the 
list  of  diseases  requiring  to  be  notified. 

Dr.  RocKLiFFE  pointed  out  that  the  three  boys  he  referred 
to  were  from  the  school  alluded  to  by  the  author.  His 
reasons  for  being  dubious  as  to  whether  they  were  true 
cases  of  granular  ophthalmia  were,  first,  all  these  boys  had 
stated  that  they  were  not  personally  aware  of  having  any- 
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thing  tlie  matter  with  their  eyes  previous  to  receiving 
treatment ;  secondly,  they  had  never  shown  any  symptom 
of  that  particular  or  any  other  affection,  i.  e.  no  redness, 
catarrh,  asthenopia,  &c.  ;  and  lastly,  the  lids  themselves 
when  seen  by  him  were  certainly  not  granular. 

Mr.  DoYNE  said  that  in  his  part  of  the  country  he  was 
surrounded  by  schools  which  had  more  or  less  intercourse 
with  each  other.  Last  year  there  had  been  an  increase 
in  eye  troubles  all  over  the  Oxford  district,  but  so  far  as 
he  was  aware  no  traces  of  trachoma  had  been  left 
in  the  victims.  It  ought  perhaps  to  have  aroused  his 
suspicions,  but  most  of  the  cases  got  well  in  a  week,  and 
had  not  to  his  knowledge  relapsed.  Before  the  paper 
had  been  brought  forward  he  had  been  collecting  informa- 
tion about  the  epidemic  which  seemed  to  have  spread  over 
the  country.  For  him  the  term  follicular  conjunctivitis 
meant  very  little.  There  seemed  to  have  been  a  case  of 
trachoma  attending  the  school  Mr.  Hutchinson  alluded  to, 
unknown  to  the  authorities,  so  that  there  may  have  been 
and  probably  was  distinct  infection  in  that  school.  Under 
these  circumstances  any  general  alarm  would  not  be  justi- 
fiable. The  author  had  objected  to  a  distinction  between 
two  forms  of  follicular  conjunctivitis,  but  he  would  ask 
whether  there  was  such  a  disease  apart  from  others.  He 
himself  always  failed  to  recognise  it.  He  had  never  been 
able  to  see  the  distinction  between  this  and  the  ordinary 
muco-purulent  conjunctivitis.  He  thought  it  was  a  muco- 
purulent conjunctivitis  in  one  whose  lids  were  in  a  follicular 
condition.  One  often  met  with  lids  free  from  any  trace 
of  inflammation,  yet  filled  with  follicles  which  became  more 
pronounced  in  the  event  of  an  attack  of  conjunctivitis. 
He  asked  as  to  the  condition  of  the  upper  lids,  and  as  to 
whether  or  no  pannus  had  resulted. 

Mr.  Hutchinson  replied  that  the  upper  lid  was  always 
examined,  and  that  they  often  showed  granulations  in 
abundance.      There  was  no  case  of  pannus. 

Mr.  DoYNE,  continuing,  said  he  had  fairly  full  notes  of 
12,000  cases  of  eye  affections,  and  among  these  there  were 


ON    SCHOOL    OPHTHALMIA.  61 

only  21  instances  of  traclioma.  On  sorting  out  these  cases, 
11  were  found  to  be  distinctly  imported,  2  were  from  Dr. 
Stephenson^s  schools  and  had  relapsed,  one  was  in  a  sol- 
dier, one  in  a  sailor,  and  so  on.  That  left  only  1  per 
1000  indigenous  cases  among  the  patients  generally.  Of 
these  21  cases,  7,  exactly  one  third,  had  only  one  eye 
affected,  the  other  being  quite  healthy  ;  3  others  were 
affected  only  in  one  eye,  but  there  were  traces  of  a  pre- 
vious attack  in  the  other.  All  the  patients  except  three 
were  over  fifteen.  One  was  in  a  workhouse  school  with 
the  disease  fully  developed,  without  any  epidemic  having 
occurred  in  consequence.  Statistics  based  on  observa- 
tions in  London  were  very  different  from  those  obtained 
in  the  country.  He  himself  did  not  propose  to  draw  any 
conclusion,  but  he  could  not  help  thinking  that  it  was  not 
so  powerfully  infectious  as  it  might  appear  to  be  to 
London  observers,  and  that  other  conditions  were  con- 
cerned. Trachoma  did  not  appear  of  itself  to  be  a  very 
virulent  poison  except  in  connection  with  other  circum- 
stances. 

Dr.  Stephenson  said  he  did  not  mean  to  assert  that 
there  were  two  epidemic  forms  of  follicular  conjunc- 
tivitis. He  doubted,  however,  whether  the  small  trans- 
parent follicles  in  the  lower  lid  were  abnormal.  He  had, 
therefore,  examined  a  large  number  of  children  in  schools 
where  there  had  never  been  any  kind  of  ophthalmia,  not 
only  in  Board  schools,  but  in  day  schools,  and  a  majority 
— a  large  majority,  94  per  cent. — had  granulations  in  their 
eyelids.  Only  5  per  cent,  had  trachoma.  He  was  there- 
fore disposed  to  think  that  follicular  granulations  were 
more  or  less  normal  structures.  He  had  had  to  do  with 
one  or  two  public  schools,  and  there,  although  there  had 
been  an  outbreak  of  epidemic  ophthalmia  in  the  spring, 
he  did  not  find  a  single  case  of  trachoma.  He  would 
hesitate  to  diagnose  trachoma  unless  there  were  present 
one  or  more  of  the  following  sjniiptoms  :  infiltration  of 
the  mucous  membrane,  scarring,  pannus,  ob\nous  thicken- 
ing or  deformity  of  the  tarsus,  shortening  of  the  culs-de- 
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sac,  or  repeated  corneal  ulcers  with  growths  on  the  pal- 
pebral conjunctiva.  He  did  not  think  follicular  growths 
in  the  eye  had  anything  to  do  with  trachoma,  or  even 
predisposed  thereto,  nor,  indeed,  had  any  serious  import 
whatever.  They  might  or  might  not  be  marked  to  begin 
with,  but,  in  the  event  of  an  outbreak  of  muco-purulent 
conjunctivitis,  these  follicular  granulations  readily  took  on 
clinical  appearances  resembling  those  which  Mr.  Hutchin- 
son had  described  as  trachoma. 

Mr.  Nettleship  said  he  did  not  believe  that  there  were 
two  kinds  of  epidemic  school  ophthalmia.  The  tendency 
to  the  overgrowth  of  adenoid  tissue  depended  upon  race  and 
age,  and  secondarily  upon  the  conditions  of  environment. 
The  tendency  was  most  marked  in  children  and  in  certain 
races,  and  the  tendency  was  certainly  enhanced  by  un- 
hygienic surroundings  among  children  living  in  a  small 
area,  not  well  fed,  possibly  overworked,  living  in  rooms 
not  well  ventilated.  Under  these  circumstances  one  fre- 
quently met  with  prominent  formations  of  granules  in  the 
eyelids.  In  such  children,  if  for  anyreason  an  attack  of  any 
other  form  of  ophthalmia  took  place,  a  certain  proportion, 
possibly  a  large  proportion,  would  develop  permanent  real 
granular  lids.  That  had  been  his  view  so  far,  but  he 
was  open  to  change  it  if  the  contrary  could  be  demon- 
strated. He  agreed  with  Messrs.  Hutchinson  and  Phillips 
that  too  many  precautions  could  not  be  taken  in  any 
school  if  an  outbreak  of  acute  conjunctivitis  took  place. 
He  still  held  that  they  ought  to  be  cautious  before  they 
gave  free  rein  to  an  expression  of  belief  that  there  was 
any  actual  tendency  to  an  increase  in  the  production  of 
granular  lids  in  schools.  He  thought  that  in  the  parti- 
cular schools  referred  to  there  had  very  likely  been  for  a 
long  time  causes  predisposing  to  the  adenoid  condition. 
He  did  not  think  much  good  would  arrive  by  the  giving 
of  certificates  by  private  practitioners.  If  a  certificate 
were  required  it  must  be  given  by  the  school  doctor,  and 
there  must  be  a  quarantine  for  every  suspicious  case  that 
came  in. 
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Mr.  Nelson^  of  Belfast,  said  that  three  of  these  cases 
had  fallen  into  his  hands  ;  one  was  that  of  a  girl  with  well- 
marked  follicular  conjunctivitis,  but  apparently  nothing 
more.  The  follicles  were  specially  well  marked  in  the 
lower  lids,  and  there  was  the  asthenopia  which  usually 
accompanied  them.  He  had  made  particular  inquiries 
about  her  case,  and  found  that  two  years  before  she  had  had 
measles,  and  ever  since  then  asthenopia  and  slight  photo- 
phobia. This  patient  had  mentioned  something  about  the 
large  number  of  her  fellows  whose  eyes  were  affected,  but 
of  course  this  could  not  be  depended  upon.  He,  however, 
advised  its  being  considered  a  suspicious  case,  but  ordered 
no  treatment.  In  the  other  two  cases  he  was  unable  to 
find  anything  wrong,  absolutely  nothing.  He  had  asked 
them  to  come  back  for  observation,  which  they  did, 
but  still  there  was  nothing  wrong.  Two  of  his  Dublin 
brethren  had  each  cases  in  which  nothing  could  be  made 
out  except  a  slight  conjunctivitis.  Nevertheless,  when 
these  boys  returned  to  school  they  were  packed  off  home 
again.  This  brought  him  to  a  very  important  point,  and 
that  was,  who  was  in  charge  of  these  cases  ?  Was  it  the 
ordinary  practitioner  or  the  specialist  ?  The  method  of 
treatment  was,  he  said,  of  the  utmost  importance.  Mr. 
Hutchinson  had  pointed  out  that  the  diagnosis  was  at  times 
excessively  difficult  between  the  one  which  was  very  serious, 
and  the  other  only  a  comparatively  trifling  complaint. 
He  suggested  that  through  these  two  sets  of  cases  being 
easily  confused,  could  it  be  that  the  brush  or  appliance 
used  in  the  treatment  of  the  trachoma  might  have  been 
used  in  the  follicular  ?  if  so,  he  could  understand  how 
readily  the  latter  affection  would  develop  into  the  former, 
and  thus  account  for  the  increase  which  had  been  noted 
in  the  same.  Considering  the  difficulty  that  even  experts 
experienced  at  times,  how  could  the  ordinary  practitioner 
be  expected  to  diagnose  or  conduct  the  treatment  ? 

Mr.  JuLER  admitted  that  last  year  there  had  been 
a  marked  increase  of  ophthalmia  everywhere,  possibly  due 
to  the  peculiarly  dry  weather  which  prevailed.      The  in- 
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crease  was  marked  in  both  high  and  low  class  schools,  but 
he  did  not  call  it  granular  ophthalmia  because  he  did  not 
consider  that  it  was  this  form  of  ophthalmia.  With  regard 
to  the  term  school  ophthalmia,  he  thought  that  however 
convenient  it  might  be,  it  was  objectionable.  One  was  no 
more  at  liberty  to  speak  of  school  ophthalmia  than  of 
school  scarlet  fever  or  school  measles.  They  must  try  and 
realise  whether  or  not  there  were  not  two  forms,  a  simple 
catarrhal  form  which  might  exist  in  an  acute  and  a  chronic 
form,  and  which  was  as  contag'ious  as  the  granular 
ophthalmia.  He  held  that  there  was  a  granular  lid 
ophthalmia  perfectly  distinct  from  the  other  form.  In  the 
simple  form  there  were  no  marked  follicles  or  sago  grains, 
and  they  had  no  right  to  call  it  such  unless  there  were 
these  sago  grains  with  a  thickened  mucous  membrane, 
showing  lymphoid  tissue  on  microscopical  examination. 
The  term,  moreover,  ought  not  to  be  applied  to  the  disease 
until  they  had  tried  the  effect  of  treatment.  They  often 
got  cases  of  ophthalmia  which  for  the  time  it  was  impos- 
sible to  say  were  or  were  not  granular.  The  mucous 
membrane  of  the  eye  was  reddened,  and  one  could  not  be 
sure  whether  it  would  become  infiltrated,  but  under  treat- 
ment a  certain  proportion  of  the  cases  would  soon  recover 
and  get  perfectly  well.  The  cases  that  did  not  get  better 
might  later  develop  follicles,  and  then  they  would  be  justi- 
fied in  applying  the  term  granular  ophthalmia.  They  were 
not  justified  in  calling  such  cases  as  those  described  by 
Mr.  Hutchinson  as  granular. 

Mr.  Hutchinson  pointed  out  that  they  were  cases  of 
granular  ophthalmia,  many  of  them  having  the  typical 
condition  of  granulation. 

Mr.  JuLER  remarked  that  in  the  author's  paper  he  had 
understood  him  to  say  that  many  of  the  cases  got  well 
under  treatment,  while  others  went  on,  and  in  some  in- 
stances presented  a  granular  appearance.  That  was  a  condi- 
tion which  would  be  met  with  in  any  epidemic  of  ophthalmia. 
He  had  been  called  to  two  schools  this  year,  not  exactly 
pauper  schools.      In  one  outbreak  100  out  of  400  of  the 
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scholars  had  more  or  less  discharge  from  the  eyes.  It 
was  almost  impossible  to  say  what  the  nature  of  the  aft' ec- 
tion  was,  whether  granular  or  merely  acute  catarrhal 
ophthalmia.  The  usual  treatment  was  applied,  and  in  the 
course  of  two  or  three  weeks  about  seventy  of  the  boys 
were  practically  well,  whilst  about  thirty  had  granular 
ophthalmia.  He  maintained  that  these  thirty  boys  had  the 
granular  ophthalmia  before  the  epidemic  supervened,  and 
that  it  was  an  epidemic  of  acute  catarrhal  ophthalmia  that 
had  occurred.  He  had  seen  boys  from  pretty  well  all  the 
public  schools,  and  in  not  a  single  instance  had  he  come 
across  what  he  would  feel  himself  justified  in  calling 
granular  ophthalmia.  He  referred  to  the  case  of  a 
girl  from  the  girls'  school  to  which  Mr.  Hutchinson  had 
alluded,  who  had  been  sent  away  with  ophthalmia,  and  had 
come  under  his  care.  When  she  came  again  three  weeks 
later  she  was  quite  well.  He  thought  it  was  creating  an 
unnecessary  scare  to  proclaim  that  granular  ophthalmia  was 
becoming  much  more  prevalent  in  the  large  schools. 

Mr.  Hdtchinson,  in  reply,  thanked  the  members  for 
the  courtesy  with  which  they  had  criticised  his  opinions. 
He  quite  recognised  that  there  was  some  unwillingness  to 
admit  that  these  mild  attacks  of  ophthalmia  were  really 
the  precursors  of  granular  lids.  On  that  point  he  must 
be  firm,  for  from  every  epidemic  with  which  he  had  been 
acquainted  a  few  cases  of  a  definite  character  had  resulted. 
Mr.  Juler  had  told  them,  that  in  an  epidemic  which  he 
had  witnessed,  30  per  cent,  had  passed  into  the  granular 
condition,  and  that  in  spite  of  treatment.  This  was  much 
worse  than  anything  which  he  had  seen,  and  yet  Mr.  Juler 
did  not  appear  willing  to  admit  that  this  form  of  oph- 
thalmia had  a  natural  tendency  in  that  direction.  Many  of 
those  who  had  spoken,  indeed  most,  had  appeared  to  doubt 
the  essential  connection  between  the  ophthalmia  and 
trachoma  because  so  few  cases  of  the  latter  had  resulted. 
He  would  suggest,  however,  that  it  would  have  been 
disgraceful  to  ophthalmic  surgery  if  there  had  been  more, 
for    all   the  patients  had  been  under  treatment  from  the 
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first.  He  regarded  chronic  conditions,  if  severe,  as  for  the 
most  part  the  result  of  neglect.  True  enough,  however, 
cases  had  occurred  to  prove  the  tendency,  and  they  had 
been  precisely  in  those  which  had  had  best  treatment.  A 
surgical  friend  had  told  him  that  one  of  his  own  sons  had 
been  sent  home  from  B —  School  with  ophthalmia,  and  had 
since  been  continuously  for  eighteen  months  under  treatment 
for  granular  lids.  He  had  himself  seen  several  such  cases. 
He  sincerely  hoped  that  nothing  would  go  forth  from  that 
Society  which  would  lead  to  the  neglect  of  outbreaks  of 
ophthalmia,  however  apparently  mild,  which  occurred  in 
schools.  He  held  that  in  all  such  prompt  isolation  was 
demanded,  and  that  it  should  be  continued  until  all  risk 
was  passed.  We  must  not  repeat  the  blunders  of  our 
predecessors.  Guided  by  theoretical  considerations,  no 
less  an  authority  than  Mr.  Erasmus  Wilson  once  declared 
that  ringworm  was  a  constitutional  malady  not  contagious, 
and  that  it  need  not  exclude  a  child  from  school.  Mr. 
Haynes  Walton  said  the  same  as  regards  workhouse  oph- 
thalmia, attributing  it  to  hygienic  surroundings  and  not 
to  contagion.  If  the  Society  should  in  any  degree 
endorse  such  a  doctrine,  it  would,  he  felt  sure,  lead  to 
deplorable  results.  Surely  it  was  an  error  of  the  first 
importance  to  be  unwilling  to  recognise  the  small  begin- 
nings of  things  and  to  take  precautions  in  time.  Granular 
lids  were  fortunately  rare,  and  would,  he  trusted,  in  the 
present  advanced  state  of  therapeutics  always  remain  so  j 
but  that  they  were  the  natural  result  of  neglected  cases 
of  what  he  had  called  for  convenience  School  Ophthalmia 
ho  could  not  feel  the  slightest  doubt. 
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2.   Pemphigus  involving  the  conjunctiva  of  the  right  eye. 
By  Gr.  Anderson  Critchett  and  Henry  Juler. 

M.  B — ,  female,  married,  set.  42,  attended  St.  Mary's 
Hospital  in  October  last,  suffering  from  an  inflammatory 
condition  of  right  eye. 

Last  Whitsuntide  she  first  noticed  that  the  right  eye 
was  red,  used  to  smart,  and  that  the  tears  ran  over.  A 
little  "  water-bladder "  formed  on  the  right  shoulder  a 
few  days  before  the  eye  became  affected.  Has  had 
similar  eruptions  on  both  arms,  right  ankle,  on  the  chest, 
and  behind  the  left  ear. 

The  present  condition  shows  obliteration  of  both  the 
upper  and  the  lower  culs-de-sac  of  right  eye.  Cicatricial 
bands  are  seen,  the  lower  lid  being  slightly  inverted, 
causing  the  eyelashes  to  brush  the  cornea.  Since  she  has 
been  under  observation  numerous  vesicles  have  come  and 
disappeared  on  the  palpebral  and  ocular  conjunctiva,  but 
none  have  so  far  been  seen  on  cornea.  Besides  these 
ocular  vesicles  numerous  small  bulla?  have  been  seen  on 
the  mucous  membrane  of  the  lips,  mouth,  and  hard  and 
soft  palate. 

The  left  eye  has  been  red  for  the  last  week,  but  no 
vesicles  have  yet  been  seen  on  the  conjunctiva. 


R.  V.  =  -1%  ;  L.  V.  = 


Remar'ks. — We  fear  that  the  slight  redness  of  the  left 
eye  is  indicative  of  the  advent  of  pemphigus  in  that  eye, 
and  that  the  right  eye  is  steadily  progressing  towards 
total  shrinking  of  the  conjunctiva. 

{November  9fh,  1893.) 
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3.    Syphilitic  (?)  subconjunctival  infiltration. 
By  Donald  Gdnn,  for  E,  Nettleship. 

Injury  to  R.  eye  by  lime-dust  eight  weeks  ago.  Eye 
quite  good  before  this.  Present  swelling  and  redness 
began  two  weeks  later. 

Four  months  ago  contracted  syphilis,  and  has  now 
numerous  secondary  manifestations. 

Present  state. — Small  corneal  nebula.  Conjunctiva  is 
red^  swollen,  semi-translucent  looking.  Swelling  extends 
backwards  about  as  far  as  the  insertion  of  the  recti,  but 
is  moveable  on  the  sclerotic.      No  proptosis. 

{Card  specimen.      November  9th,  1893.) 

Mr.  Adolph  Bronner  said  he  had  had  a  similar  case 
last  year,  but  much  more  marked,  the  thickened  conjunc- 
tiva nearly  covering  the  whole  of  the  cornea.  Antisyphi- 
litic  treatment  did  not  seem  to  stop  the  process,  but  after 
some  twenty  inunctions  of  mercury  it  subsided,  but  not 
until  after  two  months'  treatment. 


4.   Syphilitic  (?)  infiltration  of  conjunctiva. 

By  DoNAi;D  GuNN,  for  W.  Adams  Frost. 

History. — Frederick  P — ,  set.  26,  a  German,  a  housc- 
paiuter,  has  never  had  colic  or  any  symptom  of  lead- 
poisoning  ;  there  is  no  blue  line  on  the  gums.  Has  suffered 
from  constipation  for  the  last  two  or  three  months  ;  in  all 
other  respects  he  seems  to  have  been  in  good  health. 
lie  was    first    seen    by  me   at    St.    George's   Hospital    on 
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October  22nd^  when  he  stated  that  his  R.  E,  had  been 
inflamed  ten  days ;  its  condition  has  not  materially 
changed  since  ;  a  few  days  after  the  commencement  of 
the  attack  he  noticed  a  tender  swelling  in  the  parotid 
region. 

Description  of  the  condition  of  the  eye. — There  was  no 
swelling  of  the  lids.  The  palpebral  conjunctiva  injected, 
but  smooth  and  moist.  The  whole  of  the  ocular  con- 
junctiva was  swollen,  as  from  slight  chemosis,  its  surface 
presenting  a  smooth  waxy  appearance  of  the  colour  of 
pink  coral.  The  swollen  conjunctiva  was  raised  slightly 
above  the  level  of  the  corneal  margin,  which  it  slightly 
overlapped ;  it  could  be  moved  freely  over  the  surface  of 
the  globe.  Cornea  clear.  L.  E.  normal.  Over  the 
zygoma  was  a  firm,  tender  swelling,  the  size  of  an  almond. 
Pupil  active,  fundus  normal.      V.  =  -^. 

He  was  treated  with  astringent  lotions,  a  pad  and 
bandage,  and  given  a  mixture  of  iron  and  sulphate  of 
magnesia.  During  the  next  few  weeks  hardly  any  change 
occurred  in  the  condition  of  the  eye  ;  some  enlarged  glands 
formed  under  the  angle  of  the  jaw,  and  the  pre-auricular 
gland  became  rather  more  swollen. 

On  December  4th  he  called  attention  to  a  rash  which 
he  said  had  appeared  three  days  before.  This  was  red 
and  papular,  distributed  all  over  the  body,  most  thickly  on 
the  thighs.  It  was  reported  by  Dr.  Penrose  as  being 
"  undoubtedly  specific. ''  Patient  stated  that  he  had  had 
a  sore  throat ;  there  was  slight  congestion  of  the  fauces, 
but  no  mucous  plaques.  No  history  of  primary  infection 
could  be  obtained  ;  there  was  no  chancre  on  the  penis,  and 
no  enlargement  of  the  inguinal  glands.  He  was  given 
Lotio  Nigra  as  a  local  application,  and  Hyd.  c  Cret.  and 
Pulv.  Ipecac.  Co.  internally. 

There  has  at  no  time  been  any  ulceration  of  the  surface 
of  the  infiltrated  area. 

There  is  no  history  of  any  injury  to  the  eye.  Move- 
ments of  the  eye  are  full  in  all  directions. 

[December  Uth,  1898.) 
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The  President  asked  whether  there  was  anything 
peculiar  in  connection  with  the  conjunctivitis  in  this  case 
that  indicated  its  dependence  upon  syphilis,  and  showed 
that  it  was  not  merely  associated  therewith. 

Dr.  Brailey  referred  to  a  very  similar  case  described 
and  illustrated  in  the  '  Transactions  '  of  this  Society, 
vol.  ix,  p.  83,  and  pi.  ii,  figs.  3  and  4.  The  swelling 
surrounding  the  cornea  was  more  prominent  than  in  the 
present  case,  but  otherwise  closely  resembled  it.  But, 
though  no  characteristic  bacilli  were  found,  the  histological 
characters  of  this  new  subconjunctival  formation  pointed 
strongly  to  its  being  tubercular  in  nature. 

Dr.  Hill  Griffith  (Manchester)  said  he  had  published  a 
similar  case  with  plastic  effusion  around  the  cornea  and 
enlarged  glands.  He  had  ventured  to  make  the  diagnosis 
of  tubercle,  which  was  confirmed  by  microscopic  sections. 
He  did  not,  however,  look  upon  this  one  as  a  typical  case 
on  account  of  the  slowness  of  its  gTOwth. 

Mr.  GuNN,  in  reply,  said  that  cases  of  catarrhal  con- 
junctivitis associated  with  syphilis  had  been  described,  but 
the  records  contained  no  direct  allusion  to  swelling  of  the 
conjunctiva.  In  this  case  there  was  a  ring  of  marked 
swelling  just  around  the  corneal  margin,  so  that  the  edge 
of  the  cornea  was  actually  overlapped.  The  swelling 
gradually  subsided  backwards,  the  greatest  depth  being 
3  or  4  mm.  Instead  of  the  conjunctival  vessels  being  in- 
jected and  more  than  usually  apparent,  in  this  case  the 
vessels  are  either  hazy  or  not  seen.  The  swelling  was 
semi-translucent,  pinkish,  and  of  uniform  substance,  quite 
different  from  any  ordinary  form  of  conjunctivitis.  He 
(Mr.  Gunn)  said  that  the  man  denied  any  venereal  affection, 
but  no  importance  could  be  attached  to  this  statement. 
The  very  carefully  worded  description  by  Dr.  Brailey  in 
vol.  ix  of  the  '  Transactions  '  of  a  case  supposed  to  be 
tubercular  in  origin  would  apply,  mutatis  mutandis,  to  this 
case  when  first  seen.  The  clinical  features  were  the  same. 
He  had  not  been  afforded  any  opportunity  of  forming  an 
opinion  as  to  the  microscopical  characteristics.      The  pre- 
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vious  case  was  treated  by  mercury  and  iodide  of  potas- 
sium internally,  with  black  wash  to  the  eye,  and  during 
the  past  month  the  conjunctival  growth  had  almost 
entirely  disappeared.  The  conjunctiva  itself  was  yellow, 
and  perhaps  rather  injected,  but  there  was  no  longer  any 
trace  of  infiltration.  The  patient  had  since  had  one  or 
two  opaque  spots  like  menacing  ulcers  on  the  cornea,  but 
nothing  had  come  of  them.  Tubercle  was  thought  of,  but 
nothing  had  been  made  out  in  that  direction. 

Three  weeks  later  there  were  several  ulcers,  typically 
syphilitic,  on  the  soft  palate  and  right  tonsil. 


5.  Syphilitic  {?)  infiltration  of  ocular  conjunctiva. 
By  Donald  Gtunn. 

Patient,  get.  20,  admitted  with  indurated  sore,  gonor- 
rhoea, and  abscess  over  front  of  tibia.  Doubtful  rash  about 
trunk  before  admission  (was  taking  copaiba) ;  another  sore, 
without  buboes,  five  months  ago. 

Right  eye  "  inflamed  "  one  month,  swelling  first  noticed 
below  the  cornea,  spreading  from  this  point.  Enlarge- 
ment of  glands  two  weeks. 

Present  state. — Cornea  clear.  Pupil  active.  Tension 
normal,  iris  normal.  The  conjunctiva  immediately  around 
cornea  for  a  breadth  of  5  mm.  is  normal ;  outside  this 
is  a  zone  of  injected  infiltrated  conjunctiva,  varying  in 
width  from  7  mm.  on  the  temporal  to  4  mm.  on  the  nasal 
side,  and  raised  from  2  to  3  mm.  above  the  general  con- 
junctival level. 

This  swollen  area  is  uniformly  pink  in  colour,  and  is 
sharply  marked  oif  from  the  healthy  conjunctiva  both  in 
front  and  behind ;  it  is  also  freely  moveable  on  the 
sclerotic. 

There  are  no  enlarged  vessels  on  the  affected  area,  and 
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it  is  nowhere  at  all  florid  in  its  colouring.  There  is  onlj" 
at  one  part  (down — out)  any  suggestion  of  the  waxy- 
translucent  look  which  characterised  the  cases  previously 
shown. 

The  glands  under  the  angle  of  the  jaw  and  the  pre- 
auricular gland  on  that  side  are  enlarged. 

In  the  centre  of  the  lower  lid,  near  its  margin,  is  a  small 
hard,  indolent-looking  swelling ;  this  is  said  to  have  been 
much  larger  (?  a  gumma). 

There  is  no  ulceration  to  be  seen  anywhere  about  the 
conjunctival  sac. 

{Card  specimen.     July  7th,  1894.) 
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III.  DISEASES  OF  THE  CORNEA. 

1.  A  case  of  conical  cornea  treated  hy  galvano- cautery 
without  perforation  of  the  cornea,  and  ftuhseqnent 
small  iridectomy. 

By  Anderson  Critchett. 

Kate  B — ,  get.  23.  Seen  for  the  first  time  on  the  13th 
of  June,  1893. 

Vision  : — R.  E,  =  g%  and  J.  4  at  5  inches ;  L.  E.  = 
J.  8  at  3  inches. 

Marked  conical  cornea  in  each  eye,  more  developed  in 
left  eye ;  Catherine- wheel  shadow  in  each  ;  fundus  normal. 

The  patient  was  admitted  to  St.  Mary's  Hospital  on  the 
13th  of  July,  and  on  the  following  day  the  centre  of  the 
left  cornea  was  cauterised  until  almost  a  concave  depres- 
sion was  formed,  but  the  cornea  was  not  perforated.  The 
eye  progressed  most  satisfactorily,  and  the  slight  pain 
which  was  experienced  was  at  once  relieved  by  an  oint- 
ment containing  cocaine  and  atropine.  On  July  25th, 
with  -  8  D.  cyl.  the  left  eye  =  -^  and  J.  4  at  10  inches. 
The  patient  was  discharged  from  the  hospital  on  the  1st 
of  August,  and  readmitted  on  the  18th  of  October. 
Under  homatropine,  with  —  6  D.  cyl.  left  eye  =  2^  and 
J.  2  at  10  inches.  On  October  19th  a  small  artificial  pupil 
was  made  downwards  and  inwards. 

November  2nd,  left  eye  with  -  9  D.  cyl.  =  yV,  and 
reads  J.  2  at  10  inches  with  —  6  D.  cyl. 

{Card  specimen.      November  9th,  1893.) 

Mr.  JuLER  said  it  was  most  interesting  to  watch  the 
operation,  for  under  the  influence  of  the  cautery  the  coni- 


74  DISEASES    OF    THE    CORNEA. 

city  of  the  cornea  seemed  to  disappear  and  give  place  to 
a  cup.  He  was  unable  to  explain  how  this  was  brought 
about,  because  there  could  be  no  escape  of  the  aqueous. 
He  suggested  that  the  hot  iron  caused  shrinking  of  the 
cornea,  and  so  gave  rise  to  the  formation  of  a  concavity. 

Mr.  Power  pointed  out,  that  another  possible  explana- 
tion might  be  found  in  the  fact,  that  the  corneal  cells  in 
the  substance  of  the  cornea  contained  a  comparatively 
large  quantity  of  fluid,  and  it  was  possible  that  one  effect 
of  the  heat  would  be  to  drive  the  fluid  away  and  so  cause 
a  shrinkage  of  the  cornea  as  a  whole. 


2.   Blood-staining  of  the  cornea. 
By  John  Griffith. 

History  of  case. — J.  M — ,  ast.  13,  attended  the  Royal 
Westminster  Ophthalmic  Hospital  under  Mr.  Adams  Frost 
about  the  latter  end  of  1891  with  a  cataract  in  one  eye, 
without  any  known  cause  for  its  appearance.  Mr.  Frost 
says,  "  It  was  needled  without  a  good  result.  The  boy 
returned  in  three  months^  time  with  pain  and  hypheema. 
The  cornea  presented  a  smoky  tint  except  at  peri- 
phery, which  remained  clear  and  separated  from  the 
central  cloudy  part  by  a  well-defined  line.  The  appear- 
ance was  very  like  a  lens  in  the  anterior  chamber.  Upon 
examination  after  enucleation  there  was  found  total  de- 
tachment of  retina  enclosing  some  blood.  Remains  of 
lens  in  situ.  Anterior  chamber  full  of  blood-clot,  and 
central  part  of  cornea  was  of  a  brownish-yellow  colour." 

Physical  characters. — The  granules  (?  crystals)  vary  in 
size,  some  scarcely  visible  under  a  -^  oil  immersion  lens, 
others  as  large  as  half  the  diameter  of  a  red  blood- 
corpuscle  ;  yellow  in  colour.  Shape  chiefly  round  or 
oval.      Stained  only  by  eosin  and  iodine  green  or  methyl 
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green  ;  the  former  stains  tissue  and  granules  equally,  the 
latter  two  stain  only  the  granules.  They  are  highly 
refractive.  Their  insolubility  is  a  marked  feature,  being 
insoluble  in  absolute  alcohol,  ether,  chloroform,  nitric  acid 
(1  in  4),  sulphuric  acid  (1  in  4),  strong  ammonia,  caustic 
potash,  and  water,  i.  e.  a  section  soaked  in  these  fluids  for 

Fig.  6. 


one  minute  presents  microscopically  no  changes  from  its 
appearance  as  seen  beforehand. 

Anatomical  peculiarities. — The  granules  do  not  exist  at 
the  periphery  of  the  cornea,  the  line  of  demarcation  being 
well  defined  though  somewhat  irregular.  There  was 
hyphajma,  detachment  of  the  retina,  and  probably  in- 
creased intra-ocular  tension. 

Remarks. — Increased  tension  and  hyph^ema  seem  abso- 
lutely necessary  to  cause  this  condition.  The  granules 
are  probably  ha3matoidin  granules  or  crystals  which  have 
entered  the   corneal   tissue   by  endosmosis  in  a  state  of 
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solution,  and  have  crystallised  out  in  the  fibrillar  bundles 
of  the  substantia  propria,  being  in  the  substance  of  the 
lamellge.  The  increased  tension  I  regard  as  necessary  for 
the  endosmosis. 

In  the  cases  recorded  by  Mr.  Lawford  and  Mr.  Treacher 
Collins  there  have  been  raised  intra-ocular  tension,  hy- 
pheema,  and  detachment  of  retina,  besides  the  peculiar 
arrangenjent  of  the  corneal  deposit. 

{Card  specimen.      December  14/^//,  1893.) 


3.  A  case  of  filamentary  heratitis. 
By  G.  CowELL  and  J.  Griffith. 

W.  S — ,  ast.  56,  a  married  man,  attended  the  Royal 
Westminster  Ophthalmic  Hospital  under  the  care  of  Mr. 
Cowell  towards  the  latter  end  of  May  last,  complaining  of 
a  gritty  sensation  in  the  left  eye. 

There  was  slight  injection  of  blood-vessels  around  the 
cornea,  photophobia,  and  lachrymation,  besides  which 
small  white  streaks,  which  appeared  to  be  mucus,  were 
seen  clinging  to  the  cornea  at  its  lower  part,  freely  move- 
able, but  not  capable  of  being  completely  rubbed  away 
with  the  eyelid.  Bach  of  these  tags  appeared,  with  the 
aid  of  a  Coddington  lens,  to  be  bulbous  at  their  extremities, 
and  attached  to  the  cornea  by  a  delicate  filamentary 
pedicle.  Each  vesicular  bulb  could  be  stained  with 
fluorescin.  The  man  has  never  had  anything  wrong 
before  with  his  eyes,  and  no  nebulae  are  present.  Vision 
is  good.     The  other  cornea  appears  healthy. 

He  acknowledges  having  had  "  secondaries  thirty  years 
ago,"  he  describes  palmar  psoriasis,  and  is  at  the  present 
time  suffering  from  syphilitic  glossitis.  He  says  that  he 
does  not  smoke  or  drink  alcohol. 

On  June  6th  these  pedunculated  vesicles  were  snipped 
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off  with  a  pair  of  scissors^  and  one  showed  upon  examina- 
tion a  well-twisted  membrane,  resembling  under  the  micro- 
scope the  appearance  of  an  umbilical  cord  as  seen  with 

Fig.  7.  Fig.  8. 


the  naked  eye  (Figs.  7  and  8).  There  is  no  history  of  herpes 
zoster,  though  he  has  had  severe  right  trifacial  neuralgia. 
As  these  vesicular  filaments  have  returned  we  thought 
the  case  worth  showing  as  illustrating  one  of  filamentary 
keratitis,  a  disease  which  has  received  considerable  atten- 
tion at  the  hands  of  Nuel,  Hess,  Samuelsohn,  Leber,  and 
a  few  other  Continental  observers,  yet  has  not  received 
much  notice  in  this  country  owing  to  its  very  rare 
occurrence. 

[Card  specimen.      July  6th,  1894.) 


4.  A  case  of  late  interstitial  keratitis  with  iritis ;  very 
severe  j)hotuj)huhia  and  violent  sneezing  fits  ;  throat  cum- 
jdications. 

By  W.  Spencer  Watson. 

A    carman,    Charles    F — ,   xt.    31   years,   had  an  acute 
attack  of  interstitial  keratitis  in  May,  1892.      He  was  then 
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treated  by  mercury,  and  recovered  partially.  In  February, 
1893,  he  was  admitted  into  the  Royal  Eye  Hospital  with 
acute  keratitis  of  both  eyes,  but  much  more  severe,  and 
the  conjunctival  surfaces  of  the  eyelids  were  then  so  con- 
gested and  rough  that  the  keratitis  was  thought  for  some 
time  to  be  due  to  the  chronic  conjunctivitis.  The  photo- 
phobia was  intense,  and  the  pharynx  and  tonsils  were 
thickened,  congested,  and  velvety  in  appearance.  He 
sneezed  violently  whenever  an  attempt  was  made  to  examine 
the  eyes  ;   it  was  therefore  impossible  to  ascertain  the  V. 

His-tory. — He  had  been  a  soldier,  and  was  for  five  years 
in  India,  where  he  had  no  illness  except  an  attack  of 
typhoid  fever.  He  had  never  had  syphilis,  and  his  family 
history  was  fairly  good.  He  was  one  of  a  large  family,  of 
whom  seven  were  living  and  six  had  died  in  early  infancy. 
His  father  had  suffered  from  gout  and  rheumatism.  He 
was  married,  and  had  two  healthy  children.  He  was  a 
stout-built,  florid  man. 

When  first  admitted  the  treatment  was  by  administration 
of  tonics  and  atropine  and  cocaine  drops,  but  as  the  sym- 
ptoms did  not  give  way  mercury  was  given  in  small  doses. 
The  mercury  was  continued  for  six  weeks  in  gradually  in- 
creasing doses  without  producing  any  tenderness  of  the 
gums.  He  had  a  remarkable  tolerance  of  the  drugs.  At 
length  (April  14th)  he  was  given  3iij  doses  of  perchloride 
solution,  and  at  the  same  time  mercurial  inunction  was 
applied  freely  until  (on  May  6th)  the  gums  became  slightly 
sore,  when  the  symptoms  at  last  showed  signs  of  amend- 
ment. In  the  right  eye  iritic  adhesions  formed,  and  sight 
has  become  almost  nil.  In  the  other  eye  useful  vision  has 
been  retained.  At  one  period  of  the  case  the  tonsils  were 
cut  with  little  benefit.      He  was  discharged  on  May  14th. 

The  case  is  remarkable  (1)  for  the  late  period  at  which 
the  keratitis  came  on  ;  (2)  for  the  extreme  photophobia 
and  the  associated  fits  of  sneezing ;  (3)  for  the  unusual 
complication  of  pharyngitis  and  the  irritability  and  thicken- 
ing of  the  conjunctival  membrane  ;  (4)  for  the  great  tole- 
rance of  mercury  ;    (5)  for  the  absence  of  any  of  the  phy- 
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siognotnical  signs  of  hereditary  syphilis,  and  the  absence 
of  any  notching  or  other  deformity  of  the  teeth. 

The  conjunctival  and  pharyngeal  congestion  and  inflam- 
matory redness  diverted  attention  at  first  from  the  charac- 
teristic steaminess  of  the  cornea,  and  the  age  of  the  patient 
also  misled  the  observers.  Some  synechige  probably  formed 
at  an  early  period  of  the  case,  and  so  led  to  further  com- 
plications. 

It  is  very  important  to  give  mercury  early  in  these 
severe  cases,  and  to  push  it  to  full  doses  if  there  are  iritic 
adhesions.  An  earlier  recognition  of  this  necessity  would 
probably  have  given  better  results  in  this  case. 

The  irritability  of  the  naso-pharynx  associated  with  the 
conjunctival  congestion  may  have  some  bearing  upon  the 
unusual  amount  of  sneezing,  which  closely  resembled  that 
often  seen  in  scrofulous  children,  but  which  is  less  common 
in  adults.  It  is  not  unlikely  that  the  naso-pharyngeal  and 
conjunctival  hypereemia  may  have  been  due  to  some  specific 
poison,  such  as  that  of  influenza,  which  was  prevalent 
during  the  early  period  of  the  affection.  Or  it  may  have 
been  the  result  of  poison  from  some  of  the  horses  with 
which  as  a  carman  he  was  frequently  in  contact.  Last  seen 
on  December  18th,  1893,  when  there  was  no  photophobia. 
R.  V.  Pn.  It.  T. ;   L.  V.  J.  18. 

{March  Sth,  1894.) 


5.  Symmetrical  sclerosis  of  the  upper  half  of  cornese. 

By  Kenneth  Scott. 

The  patient,  a  man  aet.  50,  is  a  native  of  Upper  Egypt. 
No  history  can  be  obtained  from  him  of  the  abnormality 
which  exists  in  the  cornea  of  both  eyes.  He  is  a  sailor 
on    a   Nile    boat,    and    has    at    one    time    suffered    from 
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tricliiasis,  which  was  remedied  by  operation.  It  was  only- 
two  years  before  he  originally  came  under  observation  that 
he  became  aware  of  his  condition. 

He  was  first  seen  in  the  latter  part  of  1890,  again  in 
October,  1892,  and  then  in  November,  1893,  but  no  pro- 
gressive or  other  change  could  be  detected  in  the  condition 
of  either  cornea. 

Both  eyes  present  an  exactly  similar  appearance.  The 
upper  eyelids  cover  rather  more  than  is  usual  of  the  globe, 
and  the  part  of  the  cornea  so  covered  is  of  a  dense 
opaque  whiteness,  and,  except  as  regards  the  difference 
in  curvature,  exactly  resembles  the  sclerotic  in  appearance. 
The  lower  margin  of  this  opacity  is  sharply  defined  and 
horizontal,  and  coincides  with  the  edge  of  the  upper 
eyelid  when  the  eyes  are  directed  looking  straight  for- 
wards. 

There  are  faint  nebulas  and  some  irregularities  of  the 
lower  part  of  cornea  of  both  eyes,  somewhat  impairing 
vision.  {November  9th,  1893.) 


6.  Extreme  hi/pIiEema   of  Loth  eyes,  with  corneal  abscenn  of 
right  eye,  occurring  as  a  sequela  of  smallpox. 

By  Kenneth  Scott, 

The  patient  was  a  boy,  a  Cairene,  get.  9  years,  and  came 
under  observation  on  4th  March,  1893.  He  was  admitted 
into  Kasr-el-Aani  Hospital.  At  that  time  the  centre  of 
the  cornea  of  the  right  eye  showed  a  yellow  circumscribed 
infiltration  of  its  tissue  ;  the  anterior  epithelium  was  in- 
tact. There  wasamedinin  amount  of  pericorneal  injection, 
the  whole  condition  being  subacute  without  pain  or 
lachrymation.  The  anterior  chambers  of  both  eyes  were 
obscured  by  a  dark  reddish-brown  colour,  completely  con- 
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cealing  every  trace  of  iris.  There  was  no  pericorneal 
injection  or  trace  of  irritation  in  the  other  eye,  the  left 
one.  The  tension  of  both  eyes  was  normal,  and  vision 
equalled  perception  of  light. 

The  only  history  which  conld  be  obtained  was  that  his 
eyes  were  perfectly  well  until  ten  months  before  admis- 
sion, when  he  had  been  attacked  by  smallpox,  which  was 
immediately  succeeded  by  loss  of  vision  in  both  eyes. 

With  appropriate  treatment  during  seven  weeks  the 
corneal  abscess  of  the  right  eye  entirely  disappeared, 
leaving  only  the  faintest  nebulae  as  a  trace.  But  a  change 
had  now  occurred  in  the  appearance  of  both  anterior 
chambers  J  the  upper  third  had  become  of  a  light  buff 
colour  and  quite  transpareiit,  displaying  the  iris  lying 
behind,  which  was  of  a  dull  greyish-yellow  colour,  tense, 
without  any  radiating  muscle-fibre  markings,  and  had 
every  appearance  of  atrophic  degeneration  :  there  was  no 
evidence  of  any  pupil  aperture.  The  lower  two  thirds  of 
the  anterior  chambers  were  still  obscured  by  the  mass  of 
dense  reddish-brown  colour,  the  upper  line  of  demarcation 
being  quite  horizontal.  There  was  no  difference  observ- 
able on  change  of  patient's  posture  except  a  slight 
cloudiness,  which  lay  distributed  along  the  demarcation 
line,  or  became  accumulated  at  one  or  other  end  of  it, 
varying  according  to  the  patient's  position.  There  was 
an  entire  absence  of  other  symptoms,  both  eyes  being 
perfectly  quiescent. 

The  patient  was  kept  under  further  observation  for 
three  months,  but  his  eyes  remained  in  exactly  the  same 
condition  without  the  least  apparent  change.  The  tension 
still  continued  normal,  and  vision  equalled  faint  perception 
of  light. 

As  any  operative  interference  was  considered  useless  and 
inadvisable,  and  as  the  condition  did  not  yield  at  all  to  any 
remedies,  the  patient  was  discharged  on  July  19th,  1893. 

{Novemher  9th,  1893.) 

Mr.  Bronner  said  he  had  observed  a  goodly  number  of 

VOL.  XIV.  6 
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these  cases  of  corneal  ulceration  during  the  recent 
epidemic  of  smallpox  at  Bi^adford.  They  did  not  begin  as 
pustules  but  as  ulcers,  and  then  in  the  later  stages  of  the 
disease.  He  had  not  met  with  them  previous  to  this 
epidemic. 
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IV.  DISEASES    OF    THE    IRIS    AND    CILIARY 
BODY. 

1.    Case  of  a  'primary  tumour  of  the  ciliary  body  of 
glandular  structure. 

By  E.   Treacher  Collins. 

At  the  meeting  of  this  Society  in  March,  1891,  I 
demonstrated  that  there  could  be  seen  in  bleached  sections 
of  the  ciliary  body  in  the  human  eye  several  little  down- 
growths  of  cells  from  the  pigment  epithelial  layer,  and  I 
suggested  that  they  were  probably  glands  concei'ned  in 
the  secretion  of  the  aqueous  humour  and  nutrient  fluid 
of  the  vitreous.  I  also  described  a  case  of  tumour  of  the 
ciliary  body  which  apparently  originated  primarily  in  these 
glands ;  bleached  sections  of  it  showed  quite  distinctly 
that  it  was  composed  of  gland  tubules.  A  case  somewhat 
similar  in  structure  had  previously  been  briefly  described 
and  figured  by  Alt,*  and  another,  which  I  have  only 
recently  come  across,  by  Michel,  t  The  latter  occurred  in  a 
woman  aged  forty-one;  it  was  grey  in  colour,  and  measured 
6'5  ram.  vertically  and  4*5  mm.  horizontally.  It  was 
situated  in  the  ciliary  processes,  and  did  not  involve  the 
ciliary  muscles.  Microscopically  it  consisted  of  a  fine  net- 
work of  connective  tissue,  with  spaces  in  it  of  various 
sizes  and  shapes  ;  in  parts  these  spaces  were  lined  by 
cylindrical  cells  ;  between  the  rows  of  cells  on  each  side  a 
small  lacuna  was  frequently  to  be  seen,  sometimes  shaped 
like  the  spaces,  sometimes  more  rounded,  and  sometimes 
elongated,  so,  as  he  says,  to  present  the  appearance  of  a 

*  '  Lectures  on  the  Human  Eye,'  p.  123. 
t  '  Archiv  fiir  Ophth.,'  vol.  xxiv,  p.  140. 
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tubular  gland.      In   certain   parts   of   the  tumour  a  small 
amount  of  pigment  was  to  be  found. 

Since  I  Avrotc  my  paper,  Badal  and  Lagrange  published 
in  March,  1892,  a  case  which  they  described  as  a  primary 
carcinoma  of  the  ciliary  body.  It  occurred  in  the  left 
eye  of  a  boy  aged  eight.  This  eye  was  noticed  to  present 
a  peculiar  appearance  soon  after  birth  ;  when  he  was  five 
years  of  age  it  became  quite  blind.  The  new  growth 
was  confined  to  the  ciliary  region,  and  consisted  of  two 
unequal  whitish  nodules  placed  alongside  each  other. 
The  histological  examination  of  it  revealed  :  (1)  regular 
tubules  with  a  central  lumen,  and  lined  by  a  single  layer 
of  cylindrical  epithelium  ;  (2)  similar  tubules  filled  with 
proliferated  epithelium  cells ;  (3)  collection  of  atypical 
and  deformed  epithelial  cells,  grouped  and  separated  by 
thin  strands  of  connective  tissue. 

Lagrange,  in  commenting  on  the  case  I  have  reported, 
suggests  the  possibility  of  the  growth  in  the  ciliary  bod)'^ 
being  secondary  to  a  carcinoma  in  some  other  part  of  the 
body.  The  fact  that  the  epithelial  cells  composing  it 
were  deeply  pigmented  seems  to  me  to  completely  nega- 
tive such  a  suggestion,  for  primary  melanotic  carcinoma 
is  practically  unknown  in  other  parts  of  the  body,  and  it 
would  be  a  very  extraordinary  occurrence  for  a  primary 
non-pigmented  growth  to  give  rise  to  a  secondary  deeply 
pigmented  one. 

To  these  four  cases  of  ciliary  body  tumours  exhi- 
biting glandular  structure,  I  have  now  to  add  another.  I 
am  indebted  to  the  kindness  of  Mr.  Rockliffe,  whose 
patient  she  was,  for  the  notes  of  the  case  and  the  spe- 
cimen. 

Emma  C — ,  •^et.  28,  housekeeper,  consulted  me  August 
4th,  1893,  with  the  following  history. 

Six  months  previously  the  left  eye  became  inflamed, 
accompanied  with  pain  and  dimness  of  vision,  gradually  in- 
creasing. She  having  boon  under  the  care  of  Dr.  Kennedy 
(of  Nafferton),  he  wrote  me  she  was  "  suffering  from  con- 
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junctivitis  with  acute  intra-ocular  pain  and  tension.  The 
pupil  was  fixed  and  irregular  ;  no  response  to  light  or 
accommodation."  He  had  treated  her  for  iritis  with  bella- 
donna lotion,  and  Pot.  lod.  and  Hydrarg.  internally.  The 
pupil  dilated  somewhat,  but  remained  irregular. 

A  fortnight  before  seeing  me  the  eye  had  become  com- 
pletely blind,  and  the  pain  intense  (frontal  and  occipital). 
Her  bowels  and  catamenia  were  regular,  there  was  no  other 
glandular  or  other  enlargement  to  be  dectected  in  any 
portion  of  her  body,  and  with  the  exception  of  a  vei'y  pale 
and  angemic  appearance  the  patient  seemed  in  as  fair 
health  as  one  might  expect  with  so  much  pain. 

071  examination. — R.  E.  Em.  V.  ^,  reads  1  ;  slight  con- 
junctivitis.     T.  n.,  no  tenderness. 

L.  E.  no  P.  L.  Occluded  pupil.  T+1.  No  bulging 
of  sclerotic. 

An  intra-ocular  tumour  (?  sarcoma  of  ciliary  region) 
being  suspected,  the  eye  was  excised  on  August  8th,  placed 
in  Miiller's  fluid,  and  at  once  forwarded  to  Mr.  Collins. 

Her  health  immediately  commenced  to  improve,  and, 
with  tonics,  in  a  fortnight  very  little  angemia  remained. 

Pathological  examination  of  the  eyeball  after  it  had 
been  hardened  in  Miiller's  fluid,  and  opened  by  an  antero- 
posterior vertical  section. 

The  anterior  clamber  is  shallow  ;  its  angle  is  narrowed 
by  the  contact  of  the  root  of  the  iris  with  the  periphery 
of  the  cornea,  to  a  greater  extent  above  than  below. 
Growing  from  the  upper  part  of  the  ciliary  body  is  a  tumour 
which  extends  from  the  root  of  the  iris  back  to  a  litte 
distance  behind  the  equator.  It  presses  on  the  upper 
part  of  the  lens,  and  reaches  the  middle  line  of  the  globe 
posterior  to  it.  The  anterior  three  fifths  of  the  growth  is 
densely  black,  and  the  posterior  two  fifths  white.  The  line 
separating  these  two  different  coloured  parts  is  sharply 
defined. 

The  vitreous  is  exceedingly  shrunken,  and  the  retina 
everywhere  detached  from  the  choroid,  but  remaining 
adherent  at  the  optic  disc  and  ora  serrata. 
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Microscopical  appearances. — The  unpigmented  portion  of 
the  growth  is  mapped  out  into  loculi,  very  suggestive  of 
a  glandular  type  of  structure.  The  cells  composing  it 
have  for  the  most  part  undergone  a  hyaline  degeneration, 
their  outlines  not  being  defined  ;  their  nuclei,  however, 
stain  deeply,  and  are  large.  At  the  periphery  of  the 
tumour  degeneration  is  less,  and  the  shape  of  the  cells 
is  more  easily  distinguished  ;  they  are  here  seen  to  be 
large  polygonal-shaped  cells  of  an  epithelial  type  ;  some 
of  them  contain  granulcvS  of  broAvn  pigment  :  transitions 
can  be  seen  between  these  well-defined  cells  and  those 
forming  the  main  mass  of  the  growth. 

In  the  anterior  parts  of  the  growth  there  are  large 
deeply  pigmented  cells,  which  in  bleached  sections  are 
seen  distinctly  to  be  of  an  epithelial  type.  There  are  also 
patches  in  it  here  and  there  of  closely  packed  oval  or  round 
cells,  which  look  very  sarcomatous  in  character.  A  small 
portion  of  the  anterior  part  of  the  ciliary  muscle  and  the 
anterior  part  of  the  ciliary  processes  can  be  seen ;  the 
rest  is  involved  in  the  growth. 

Dr.  Hill  Griffith  said  he  had  seen  and  published  two 
cases  very  like  them.  One  of  them  he  thought  was  an 
angioma  of  the  ciliary  body.  They  removed  it  and  made 
sections,  and  found  very  similar  appearances.  The  second 
case  was  in  a  girl  aged  fourteen  who  liad  lost  one  eye. 
There  was  increased  tension  and  absence  of  perception  of 
light.  The  retina  was  detached  but  not  loose,  and  it  could 
be  traced  back  in  the  shape  of  a  cone.  It  showed  traces 
which  were  certainly  not  of  new  growth,  and  was  evidently 
a  very  old- standing  inflammatory  condition,  with  forma- 
tion of  bony  plates  in  the  choroid.  If  a  committee  were 
appointed  he  asked  permission  to  submit  sections  from  his 
own  case,  so  that  the  question  of  its  being  an  angioma 
might  be  decided. 
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2.   Neoplatsm  of  the  iris. 
By  W.  M.  Beaumont. 

E.  G — ,  married,  set.  42,  has  been  subject  to  recurrent 
iritis  in  both  eyes,  her  first  attack  dating  from  April,  1891, 
when  she  was  recovering  from  influenza.  Twelve  years 
ago  she  was  an  in-patient  at  the  Bath  Royal  United 
Hospital  for  six  weeks  with  acute  rheumatism,  and  since 
then  she  has  been  treated  for  chronic  rheumatism  at  the 
Royal  Mineral  Water  Hospital. 

Her  last  child  was  born  November,  1891,  and  she  has 
had  in  all  twelve  at  full  term,  six  of  whom  (not  consecu- 
tive) did  not  survive  birth.  This  fatality  she  accounts 
for  by  the  fact  that  in  all  her  confinements  it  has  been 
necessary  to  use  instruments.  No  premature  births. 
There  is  no  specific  history,  and  all  her  living  children 
are  healthy.  Her  mother  died  of  heart  disease,  aged 
sixty-one  ;  her  father  was  killed  by  an  accident,  and  one 
brother  died  of  phthisis  ;  she  has  three  sisters  living,  but 
not  very  strong. 

In  April,  1892,  owing  to  the  frequent  occurrence  of 
iritis,  an  upward  iridectomy  was  made  in  the  right  eye 
with  satisfactory  result.  The  left  iris  gave  her  much  less 
trouble  than  the  right,  and  although  thei'e  was  some 
irregularity  and  fixity,  no  iridectomy  seemed  necessary. 
She  was  seen  again  in  June,  and  both  eyes  were  quiet. 
Three  months  later  (September,  1892)  she  returned  com- 
plaining of  a  pinkish  growth,  about  half  the  size  of  a  pea 
{vide  Fig.  9),  on  the  lower  inner  free  margin  of  the 
left  iris.  With  the  ophthalmoscope  one  or  two  small 
vessels  may  be  seen  coursing  along  sulci  in  its  irregular 
surface.  She  has  occasional  pains  in  the  eye,  but  their 
character  is  similar  to  that  which  she  has  been  accus- 
tomed   to   in    both    eyes    since   the   first  attack  of    iritis. 
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Fig.  9. 


With  the  left  every  object  she  looks  afc  appears  to  be 
covered  with  a  pink  veil.  The  patient's  general  health  is 
good,  and  she  is  not  getting  thinner. 

[October  20th,  1892.) 

Mr.  JuLER  observed  that  it  looked  like  a  purely  in- 
flammatory exudation,  having  nothing  to  do  with  syphilis. 
He  had  seen  a  number  of  cases  of  this  kind  in  which 
exudation  of  the  same  colour  had  existed.  It  was  not 
what  one  would  call  a  malignant-looking  growth,  and  it 
would  probably  undergo  absorption. 

Mr,  Spencer  Watson  recalled  the  case  of  a  child  of 
five  with  an  apparent  sarcoma,  which  looked  as  if  it 
sprang  deeply  from  the  interior  of  the  globe.  The 
history  and  appearance  of  the  child  suggested  to  him  the 
possibility  of  its  being  a  case  of  inherited  syphilis.  He 
accordingly  put  the  child  under  mercury,  and  ultimately 
the  growth  receded,  Avith  some  considei'able  restoration  of 
vision.  These  cases  often  looked  much  more  formidable 
in  their  early  stages  than  they  really  were. 

In  November  (1892)  the  patient  returned  complaining 
of  pain  in  the  L.  E,,  and  on  the  26th  the   growth,  which 
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had  increased  in  size  since  her  last  visit,  was  removed 
by  means  of  a  downward  iridectomy.  The  tumour 
came  away  completely,  and  there  were  no  prolongations 
backwards.  The  wound  healed  as  readily  as  an  ordinary 
iridectomy,  and  the  eye  has  been  quite  comfortable  since, 
with  no  return  of  iritis  nor  any  sign  of  a  recurrence  of 
the  growth  (October,  1893). 

Report  of  siih-comniittee  on  Mr.  Beaumont's  case  of 
neoplasm  of  the  iris. — We  have  examined  the  specimens 
submitted  by  Mr.  Beaumont,  and  find  that  they  are 
sections  of  a  growth  situated  in  the  iris,  and  composed  of 
small  round  nucleated  cells,  closely  packed,  with  very 
little  intercellular  substance,  though  this  is  rather  more 
abundant  towards  the  periphery  of  the  growth,  where  the 
cells  show  a  slight  tendency  to  become  elongated.  There 
are  several  areas  of  commencing  degeneration,  in  which 
the  cells  stain  badly  and  their  outlines  are  obscured ;  no 
reticulum  or  giant-cells,  such  as  are  usual  in  tubercular 
growths.  The  tumour  in  its  peripheral  parts  is  plenti- 
fully supplied  with  well -formed  vessels,  but  these  are 
absent  from  the  central  portion. 

We  are  of  opinion  that  the  microscopical  characters  are 
consistent  with  those  of  a  gumma,  though  not  quite  typical. 

We  notice  that  in  the  clinical  history  of  the  case  no 
mention  is  made  of  the  adoption  of  antisyphilitic  treat- 
ment.^ 

W.  A.  Brailey. 
J.  B.  Lawford. 

November  StJo,  ISO'S.  E.  Treacher  Collins. 

*  Aiitisypliilitic  tieatnujiit  was  cariitcl  out  for  tliree  months  witli  no 
ellect.— W.  M.  B. 
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3.  Three  cases  of  tubercle  of  the  iris. 

By  Arthur  W.  Sandford. 

Living  in  a  district  where  tubercular  afEections  are  so 
extremely  common,  it  has  always  been  a  source  of  sur- 
prise to  me  how  small  is  the  proportion  of  eye  aifections 
in  which  a  directly  tubercular  origin  can  be  distinctly 
proved,  either  in  connection  with  tuberculosis  of  other 
organs  or  primarily  in  the  eyeball,  although  I  have  been 
long  convinced  that  many  cases  of  iritis,  of  kerato- 
cystitis,  and  of  episcleritis  are  of  an  essentially  tubercular 
character.  I  venture  to  hope,  therefore,  that  the  follow- 
ing three  cases  may  prove  not  uninteresting  as  illustrative 
of  conditions  occasionally  met  with. 

Case  1. — J.  K — ,  get.  16  (an  only  son,  mother  died  of 
phthisis),  a  hollow-chested,  antemic  youth,  consulted  me 
for  iritis  of  the  left  eye  of  a  few  days'  standing.  He  had 
been  confined  to  the  house  for  a  fortnight,  suffering  from 
a  "  cold,''  he  said.  In  a  few  days  I  noticed  several 
minute  yellowish  nodules  on  the  anterior  surface  of  the 
iris,  midway  between  the  pupillary  margin  and  the  circum- 
ference. I  then  met  the  family  physician  in  consultation, 
who  informed  me  that  there  was  fresh  tubercular  mischief 
in  the  apex  of  the  right  lung.  After  a  few  mouths 
of  careful  treatment,  constitutional  and  otherwise,  the 
eye  and  lung  symptoms  subsided  synchronously,  the  iritic 
granules  disappearing  by  absorption.  In  this  case  the 
inflammatory  symptoms,  such  as  pain  and  photophobia, 
were  insignificant. 

Case  2. — Miss  T — ,  set.  19  (mother's  family  tubercular, 
no  history  of  s^^philis),  consulted  me  for  eye  trouble  of  a 
month's  standing.  Frontal  paiu  ;i.nd  photophobia  wtn-e 
intense.      The  left  eyeball  appeared  to  be  swollen,  and 
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tension  was  increased.  Several  elevated  yellowish  nodules 
appeared  in  the  ciliary  region,  invading  the  corneal  sub- 
stance. The  iris  was  thickened,  discoloured,  and  showed 
two  small  yellow  nodules  appearing  on  the  anterior  sur- 
face. In  consultation  with  her  physician  I  discovered 
that  a  considerable  cavity  had  existed  for  some  years  in 
the  apex  of  the  right  lung,  and  that  this  now  gave  evi- 
dence of  a  recent  renewal  of  tubercular  activity.  The 
sputum  contained  bacilli.  After  six  months'  treatment 
the  eye  and  lung  symptoms  abated  simultaneously,  the 
yellow  nodules  being  slowly  absorbed  and  the  lung  cavity 
drying  up. 

At  present  the  only  evidences  of  the  eye  affection  are 
several  cloudy  spots  in  the  cornea  marking  the  sites  of 
the  recent  deposits,  and  some  synechise  posterior.  V.  = 
4  J. 

Case  3. — M.  C — ,  ast.  5,  was  admitted  to  hospital 
January  28th,  1886,  suffering  from  "  iritis  "  (right  eye)  of 
a  fortnight's  standing.  The  child  had  an  essentially 
tubercular  appearance — delicatepink  and  white  complexion, 
bright  blue  eyes,  long  silky  eyelashes,  and  fluffy  face. 
The  mother's  family  were  tuberculous,  two  maternal 
aunts  having  died  of  phthisis.  The  father's  family  also 
was  described  as  ''  scrofulous."  Only  brother  has  since 
died  of  tubercular  meningitis.  No  history  of  syphilis. 
The  iris  was  thickened,  dusky,  and  discoloured.  A  large 
yellow  nodule  projected  from  the  iris  into  the  anterior 
chamber  at  the  nasal  side,  and  apparently  involved  its 
whole  thickness,  extending  from  the  circumference  half- 
way to  the  pupillary  margin.  Ciliary  and  conjunctival 
hyperseniia  were  insiguificaut  comparatively,  and  there 
was  little  jpain  or  photophobia.  V.  =  fingers  at  two  feet. 
After  a  fortnight's  unavailing  ti'eatmcnt,  as  the  tumour 
was  increasing  with  alarming  rapidity,  the  eyeball  was 
excised  with  the  consent  of  the  parents,  and  the  child 
was  subsequently  placed  upon  a  prolonged  course  of 
what   is    understood   to    be  "  autitubercular  "  treatment. 
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hygienic  and  otherwise.      After  excision  of  the  globe  she 
steadily  improved  in  health. 

The    transverse   section   of    the   whole   g'lobe   made  in 


Fig.  10. 


Fig.  11. 


the  frozen  state  (exhibited)  shows  the  tumour  involving 
tlic  iri.s  projecting  into  the  anterior  chamber,  and  blocking 
up  the  iritic  angle. 

Microscopic  section  shows  tubercular  infiltration  of  the 
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iris,  ciliary  region,  suspensory  ligament,  and  possibly  of 
the  lens  (Figs.  10  and  11).  Examination  for  bacilli  was 
negative,  possibly  due  to  the  use  of  M tiller's  fluid  in 
hardening  the  specimen.  At  the  time  of  the  operation 
the  child  was  free  from  any  evidence  of  tubercular 
deposit  elsewhere,  and,  as  she  has  appeared  at  the  hos- 
pital at  regular  intervals  ever  since,  she  has  now  been 
under  observation  for  over  eight  years.  When  last  seen 
in  February  of  this  year  she  was  a  fragile-looking  girl, 
but  otherwise  seemed  to  be  in  good  health. 

As  the  subject  of  iritic  tubercular  deposits  has  been 
recently  treated  so  exhaustively  by  Mr.  Hill  Griffith 
{'  Transactions,'  vol.  x,  p.  84)  and  by  others,  I  would 
now  only  wish  to  obsei've  that  with  regard  to  my  first 
two  cases  the  absolutely  simultaneous  accession  and  sub- 
sidence of  eye  and  lung  symptoms  is  perhaps  remai'kable. 
In  at  least  one  of  them  there  appeared  to  be  a  'pre-tuher- 
cular  catarrhal  condition  resembling  that  said  to  exist  in 
similar  conditions  of  the  larynx.  In  Case  1  both  eye  and 
lung  attacks  were  the  first  active  evidences  of  any  tuber- 
cular tendency.  In  Case  2  the  eye  symptoms  were  co- 
incident with  a  temporary  excitement,  and  eruption  of  a 
lung  condition  which  had  apparently  subsided  into  a 
chronic  state.  Case  3  waSj  I  believe,  one  of  distincthj 
primary  iritic  tuberculosis,  and  it  is  possible  that  the 
prompt  removal  of  the  globe  in  this  case  prevented  fur- 
ther extension  of  the  disease,  while  subsequent  care 
averted  a  fresh  deposit  elsewhere.  As  regards  treatment, 
I  believe  that  constitutional  remedies  and  attention  to 
hygienic  conditions  are  of  more  avail  that  local  appli- 
cations ;  but  in  addition  to  dry  heat,  anodynes,  mydriatics, 
and  physiological  rest,  I  have  found  marked  benefit 
from  painting  the  outer  surface  of  the  upper  lid  and 
brow  with  a  varnish  composed  of  equal  quantities  of 
iodine,  mastich,  and  rectified  spirit,  especially  in  cases 
where  pain  and  photophobia  were  severe. 

{May  3rcZ,  1894.) 
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Mr.  Johnson  Taylor,  Norwich,  observed  that  it  was 
necessary  to  distinguish  between  cases  in  which  the  tuber- 
culosis in  the  iris  was  primary  and  those  in  "svhich  it  was 
secondary  to  tuberculosis  elsewhere.  In  the  first  class  of 
cases  he  urged  that  the  eye  should  be  excised,  whereas  in 
the  latter  they  should  be  left  severely  alone. 

Dr.  Hill  Griffith,  Manchester,  asked  how  the  last 
speaker  proposed  to  distinguish  between  primary  and 
secondary  cases  of  tuberculosis  of  the  iris.  He  thought 
it  was  generally  recognised  that  tuberculosis  of  the  iris 
was  always  secondary,  and  he  would  never  dream  of 
excising  unless  the  process  were  progressive  and  caused 
great  inconvenience.  He  referred  to  the  case  of  a  girl 
who  had  been  under  his  observation  for  about  four  years. 
Both  eyes  were  affected,  one  of  them  before  she  came 
under  observation.  A  good  recovery  had  taken  place  in 
the  right  eye,  with  which  she  could  now  read  small  print. 
If  she  had  fallen  into  the  hands  of  the  last  speaker,  as 
there  were  no  signs  of  tuberculosis  elsewhere,  it  would 
have  been  diagnosed  as  primary  and  excised.  In  the 
other  eye,  though  sight  had  been  lost,  things  had  quieted 
down.  He  pointed  out  that  in  many  of  these  cases,  if  they 
waited  signs  of  tuberculosis  elsewhere,  they  would  manifest 
themselves  even  if  early  excision  had  been  performed. 

Dr.  Sandford,  in  reply,  agreed  with  Dr.  Griffith  that  it 
was  utterly  impossible  to  distinguish  pathologically  between 
primary  and  secondary  tuberculous  growths  from  any 
inherent  characteristic  in  the  growth  itself.  In  Case  3, 
however,  there  was  absolutely  no  symptom  of  deposit  else- 
where at  the  time,  nor  had  any  tuberculous  manifestation 
occurred  since — a  period  of  eight  years.  He  believed,  there- 
fore, that  this  was  distinctly  a  case  of  "  primary  ''  deposit 
in  the  eyeball,  and  that  the  improvement  in  the  patient's 
health  on  removal  of  the  latter  justified  the  procedure. 
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4.    Circumferential  folding   nf  the   periphery    of  the  iris, 
associated  with  detachment  of  the  retina. 

By  George  Cowell  and  John  Griffith. 

P.  R — ,  set.  15,  applied  for  relief  at  the  Westminster 
Ophthalmic  Hospital  last  February,  owing  to  loss  of  sight 
in  both  eyes.  The  father  states  that  his  son  has  been 
short-siglited  from  early  childhood.  His  sight  has  been 
gradually  failing  for  some  time,  and  three  months  ago  he 
(the  boy)  noticed  that  he  could  only  discern  large  objects, 

R.  E. — V.  <^  fingers,  can  see  large  objects  only 
dimly.  Extensive  detachment  of  retina.  T.  —  2,  sea- 
green  iris,  deep  a.  c. ;  pupil  circular,  central,  dilated 
5  mm.,  and  fixed.  Peculiar  iritic  fold  visible  in  the 
irido-corneal  angle,  and  traceable  around  the  whole  cir- 
cumference of  the  anterior  chamber.      Lens  in  situ. 

L.  E.— V.  p.  1.  only.  T.  -  2.  Total  retinal  de- 
tachment. Sea-green  iris,  pupil  circular,  central,  4  mm., 
inactive.  An  appearance  of  an  iritic  fold  in  this  eye. 
Lens  in  situ. 

Remarks. — We  regard  this  case  rather  as  one  of  patho- 
logical curiosity.  The  poor  lad  has  been,  we  presume, 
the  subject  of  progressive  myopia.  No  evidence  of 
syphilis  can  be  obtained  from  the  father.  The  folding 
of  the  iris  is  caused,  in  all  probability,  by  the  contraction 
of  old  inflammatory  adhesions. 

[Card  specimen.      March  8th,  1894.) 


5.    Unusual  pigmentatiun  of  iris   and    episcleral  tissue  of 

right  eye. 

By  J.  B.  Lawford. 

Elizabeth  H — ,  set.  17.      Patient  first  came  under  ob- 
servation Juno  2Gth,  1893. 
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Family  history  ^ood.      Patient  always  healthy. 

The  discoloration  of  iris  has  been  noticed  (according  to 
the  mother's  statement)  since  the  patient  was  twelve 
months  old  ;  it  was  then  "  at  the  lower  part  only  ;''  the 
dark  patches  on  sclera  have  been  noticed  about  eighteen 
months. 

R.  V.  =  f,  J.  1,  refraction  H. 

The  iris  over  abont  two  thirds  of  its  extent  is  densely 
pigmented. 

The  colour  is  dark  brown,  and  the  surface  of  the  altered 
part  has  a  granular  appearance  ;  the  crypts  are  partly  fdled 
up,  or  at  least  their  apertures  obscured,  and  generally  the 
surface  details  of  the  iris  are  blurred.  The  upper  and 
outer  part,  which  is  not  thus  pigmented,  appears  healthy. 

The  pupil  acts  briskly,  but  the  dilatation  from  a 
mydriatic  is  not  quite  regular  ;  the  upper  portion  dilates 
more  than  the  lower.  No  ophthalmoscopic  changes  can 
be  seen  even  with  a  dilated  pupil.  T,  generally  normal  ; 
on  several  occasions  it  has  been  slightly  higher  than  that 
of  the  fellow-eye. 

On  the  nasal  side  and  upwards  are  two  irregular  areas 
of  episcleral  pigmentation, 

L,  eye  quite  normal. 

During  the  past  eight  months  the  appearances  in  the 
right  eye  have  undergone  very  little  alteration.  The  epi- 
scleral pigmentation  has  increased  somewhat  in  extent. 

On  two  occasions  within  the  last  two  months  patient 
has  had  some  pain  in  the  eye  ;  once  this  was  accompanied 
by  "  dimness,  which  lasted  all  day."  She  has  not  been 
seen  during  an  attack. 

[Card  specimen.      March  8th,  1894.) 
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1.   Sarcoma  of  choroid. 
By  W.  Lang. 

LizziK  C — ,  set.  25j  single,  dressmaker.  The  family 
history  is  negative  as  regards  new  growths,  and  the 
patient's  own  health  has  always  been  good  except  for  some 
infantile  complaints. 

In  December,  1892,  the  patient  first  noticed  each 
evening,  when  lying  in  bed,  three  or  four  rings  (white)  on 
the  outer  side  of  the  right  eye  :   there  was  no  pain. 

In  July,  1893,  the  photopsia  had  greatly  increased 
in  intensity. 

On  admission  into  the  Middlesex  Hospital,  R.  V.  =  ^ ; 
L.  I".  The  field  was  limited  on  the  outer  side  close  up 
to  the  fixation  point.  T.  n.  P.  n.  A  smooth,  even  de- 
tachment of  the  retina  sprang  from  the  inner  edge  of  the 
disc,  and  rising  steeply  for  3  mm.,  descended  again  at  a 
point  about  four  discs'  breadth  away.  The  mass  is  per- 
fectly circumscribed,  and  the  retinal  vessels  pass  freely 
over  it. 

The  patient  refused  excision  and  was  discharged. 

[Card  specimen.      December  14i/^,  1893.) 


2.  Peculiar  changes  in  the  central  region  of  the  choroid  {?) 
of  the  rigid  eije  ;  more  advanced  cJumges  in  tlie  same 
region  of  the  left  eye,  tvith  white  e.cudation  and  haemor- 
rhages. 

By  Henry  Jdler, 

Mrs.  M.  a.  Q — ,  get.  53,  came  to  the  Royal  Westminster 
Ophthalmic  Hospittil  on  the  4th  of   October,   1893,   cum- 
VOL.  xiv.  7 


98  DISEASES    OF    THE    CHOROID, 

plaining  of    failure   of   sight   in   both   eyes^   the   left   eye 
being  almost  blind. 

R.  E.— V.  =  3%,  c  +  2  D.  sph.  =  f  4  letters,  £  +  4  D. 
sph.  =  J.  1. 

Fundus. — Disc  healthy,  physiological  cup.  Venous 
pulsation.  Vessels  normal.  The  macular  region  shows 
numerous  small  pale  circular  areas,  almost  confluent ;  a 
few  are  almost  white.  No  haemorrhages  and  no  pigmen- 
tation. The  rest  of  the  fundus  is  apparently  normal. 
The  vessels  (retinal)  course  over  these  pale  areas. 

L.  E. — V.  =  counts  fingers  at  0*5  m. 

Fundus. — Disc  normal.  Physiological  cupping.  Marked 
venous  pulsation.  In  the  macular  region  there  is  a 
central  white  fluffy  spot  with  a  haemorrhagic  semicircle 
above,  having  a  clean-cut  line  on  its  inner  aspect,  but 
irregular  from  the  presence  of  torch-like  striae  externally. 
Below  the  macula  there  is  a  large  irregular  dark-coloured 
hsemorrhage,  just  internal  and  adjacent  to  which  there  is 
a  brilliant  white  spot  partly  covered  by  a  ha3morrhage, 
though  not  concealing  its  lustre.  At  the  outer  part  of 
the  yellow-spot  region  other  fluffy  white  spots  and  small 
hEcmorrhages  are  seen.  Numerous  small  pale  circular 
spots  are  present  between  the  macula  and  the  disc, 
resembling  those  seen  in  the  opposite  eye.  The  retinal 
vessels  course  over  the  hgemorrhages. 

Urine  perfectly  healthy. 

{Card  s'pecimen.      November  9fJi,  1893.) 

Mr.  Priestley  Smith  thought  it  remarkable  that  such 
pronounced  changes  should  co-exist  with  normal  vision. 
It  might  perhaps  be  found  that  there  was  a  ring  scotoma 
around  the  macula  while  the  macula  itself  was  compara- 
tively intact. 


PATCH  OP   EXUDATION   IN  MACULAR   REGION.  99 


3.   Peculiar  symmetrical  changes  in  the  choroidal  coats  in 
a  case  of  high  myopia. 

By  Henry  Juler. 

Ellen  H — ,  set.  17,  states  she  has  been  short-sighted 
since  she  was  four  years  old.  No  history  of  injury. 
The  only  illness  she  has  ever  had  was  whooping-cough. 

There  is  corneal  astigmatism  R.  E.  1  D.,  L.  E.  0*5  D. 

R.  V.  <  g-Q,  c  —  12  D.  sph.  =  Ye,  not  improved  by 
cylinders. 

L.  V.  <  ^,  c  —  10'5  D.  sph.  =  -3-^,  not  improved 
beyond  this. 

Fundi. — Myopic  crescent  to  the  outer  side  of  each  disc. 
External  to  this  is  seen  an  imperfect  reticulation  of  white 
lines^  which  radiate  from  the  disc  as  if  they  were  ruptures 
or  linear  breaches  in  the  choroidal  tunic. 

{Card  specimen.      June  14th,  1894.) 


4.   Patch  of  ?  exudation  {?  choroidal)  in  the  macular  region. 
By  Donald  Gunn. 

Child  ast.  7. 

History  given  by  child's  mother  is  that  ten  months 
ago  she  fell  on  to  her  head,  and  that  the  squint  was 
noticed  the  next  day.  (This  is  probably  quite  worthless.) 
Is  fourth  of  five  living  children,  others  healthy  ;  one 
stillborn,  and  one  died  at  sixteen  months  from  fits.  No 
evidences  in  patient  of  syphilis  or  tubercle. 

Right  eye. — In  central  area  is  a  large  patch  which  is 
somewhat  raised  (about  2  D.  in  centre).  It  is  roughly 
bounded  above  and  below  by  the  superior  and  inferior  torn- 
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poral  vessels.  The  central  portion  is  a  glistening  dead 
white  colour  ;  the  periphery  more  transparent,  showing 
red  fundus  (as  through  gauze)  in  places.  Centre  of  patch 
is  rather  below  position  of  j.  s.  Between  it  and  0.  D. 
and  extending  on  to  latter  is  a  band  of  semi-opaque 
fibrous  material.  The  vessels  are  rather  large  and  very 
tortuous,  especially  the  veins.  The  patch  is  slightly 
smaller  than  when  first  seen  two  months  ago. 

{Card  specimen.      May  '3rd,  1894.) 


101 


VI.   DISEASES    OF    THE    VITREOUS. 

A  case  of  '^  monocular  asteroid  hyaJitis." 

By  A.  H.  Benson. 

Peculiar  changes  in  the  vitreous  humour  are  seen 
from  time  to  time,  and  various  observers  have  placed  on 
record  anomalous  conditions  and  appearances,  bat  amongst 
those  of  which  I  have  been  able  to  obtain  a  record  nothing 
similar  to  the  case  I  am  about  to  detail  can  I  find. 

I  therefore  venture  very  briefly  to  mention  the  history 
and  describe  the  appearances,  in  the  hope  that  some  light 
as  to  its  nature  and  probable  cause  may  be  thrown  upon 
what,  to  me  at  least,  is  a  unique  condition. 

Captain ,  eet.  62,  stated  that  he  had  always  been  in 

the  habit  of  reading  a  great  deal ;  that  thirty  years  ago 
he  read  for  eighteen  consecutive  hours  (with  only  slight 
interruptions),  after  which  he  felt  the  eyes  very  much 
fatigued  and  uncomfortable,  but  there  was  no  external 
sign  of  inflammation.  He  did  not  then  rest  the  eyes 
properly,  but  continued  to  read,  though  they  ached 
whenever  he  used  them  for  even  a  very  short  time. 

Eight  years  ago  he,  for  the  first  time,  noticed  three  or 
four  spots  before  the  sight  of  the  right  eye.  These  still 
remain. 

His  general  health  is  excellent,  and  he  has  not  suffered 
from  either  gout  or  rheumatism,  hereditary  or  acquired, 
nor  has  he  any  renal  or  cardiac  disturbance.  He  served 
in  the  Crimea,  but  suffered  no  very  severe  or  unusual 
privations.  He  had  syphilis  pretty  badly  thirty  years  ago, 
but  no  manifestation  since. 
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For  some  time  past  lie  has  used  glasses  +  2*75  D. 
spherical,  which  he  bought  for  himself  at  an  optician^s^ 
and  with  which  he  can  read  perfectly  well  for  a  short  time, 
but  symptoms  of  asthenopia  came  on  so  very  quickly 
that  for  many  months  he  has  been  almost  entirely  unable 
to  read.      Stronger  glasses  do  not  improve  him. 

Distant  vision  with  each  eye  is  ^.  Binocular  vision 
=  ^  and  J.  1.  There  is  hardly  any  difference  in  the  acuity 
of  each  eye.      The  refraction  is  H.  +  0*75  D.  sph. 

His  sight  is,  he  says,  as  good  as  ever  it  was  for  the 
first  few  moments,  but  he  has  no  power  of  sustained 
effort,  and  if  he  persists  in  using  the  eyes  they  become 
very  irritable,  and  for  a  long  time  afterwards  cause  him 
much  annoyance. 

He  consulted  me  in  consequence  of  asthenopia  and 
muscse. 

When  I  first  saw  him  in  October,  1893,  there  was  some 
slight  conjunctivitis,  and  one  or  two  blepharoliths  were 
present.  These  I  removed,  and  boric  lotion  and  cocain 
soon  made  the  conjunctivitis  diminish. 

He  was  a  very  florid-faced  man,  with  a  very  extensive 
network  of  large  vessels  placed  superficially  under  the 
skin  of  the  face. 

Oiththalmoscoincally  examined,  the  lens  was  normal,  and 
so  was  the  fundus  (retina,  choroid,  and  disc),  but  the 
vitreous  of  the  right  eye  presented  a  most  peculiar  appear- 
ance. It  was  perfectly  transparent,  but  scattered  all 
through  it,  from  close  to  the  back  of  the  lens  to  the  disc, 
and  from  ciliai-y  body  on  one  side  to  ciliary  body  on  the 
other,  the  whole  vitreous  was  studded  everywhere  with 
small,  smooth,  fixed  spheres  of  a  light  cream  colour, 
reminding  one  of  the  minute  comfits  which  cooks  call 
''  hundreds  and  thousands,^^  and  with  which  they  delight 
to  ornament  their  puddings.  Hundreds  of  those  minute 
spheres  were  visible  wherever  you  looked,  and  they  varied 
in  size  about  as  much  as  the  stars  on  a  frosty  night 
appear  to  vary  in  the  clear  sky. 

It  was  their  remarkable  resemblance  to  the  stars  on  a 
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clear  niglit  that  suggested  to  me  to  call  the  condition 
"  asteroid  hyalitis.'^ 

They  were  obviously  not  cholesterin  crystals,  for 
there  were  no  faceted  surfaces  or  sparkling  reflections  of 
light  from  them,  and  they  were  apparently  perfectly 
spherical  each  one  of  them.  I  examined  them  with  a 
lens  of  32  dioptres,  and  they  seemed  the  same.  Here 
and  there  they  were  arranged  in  nebulous  patches  or 
double  stars,  at  times  in  groups  like  the  Pleiades,  but 
under  magnification  they  resolved  themselves  into 
definite  though  very  small  spheres.  There  was  no 
mistaking  it  for  the  "  hyalitis  punctata  "  seen  in  syphilis, 
or  that  seen  with  serous  cyclitis.  Nor,  indeed,  was  there 
any  evidence  whatever  of  any  true  inflammatory  action 
going  on  in  the  vitreous.  The  left  vitreous  was  normal 
and  free  from  any  defect. 

The  eye  that  was  full  of  these  spheres  had  practically 
the  same  vision  as  the  eye  that  had  none,  and  all  the 
details  of  the  fundus  could  be  seen  with  ease.  By 
oblique  illumination  the  spheres  looked  cream-coloured  ; 
by  reflected  light  they  were  also  bright  cream-coloured 
when  in  the  direct  path  of  the  light,  but  in  the  periphery 
stood  out  black  against  the  red  of  the  fundus. 

As  to  its  probable  cause  and  nature,  I  am  disposed  to 
think  it  must  have  been  a  congenital  condition ;  for  it  is 
hard  to  believe  that  any  post-natal  inflammation,  so 
extensive  and  severe  as  to  have  such  results,  could  have 
affected  the  nutrition  of  the  eye  so  little. 

Within  nine  months,  during  which  I  had  the  eye 
under  observation,  no  appreciable  change  occurred,  though 
he  was  treated  with  iodide  of  potash,  perchloride  of 
mercury,  &c.  Neither  can  I  believe  that  the  long  spell 
of  reading  had  any  causative  influence,  though  the  patient 
himself  dates  all  his  troubles  from  that  day,  and  is  sure  of 
the  connection.  {July  6th,  1894.) 

Mr.  Lang  said  he  thought  he  must  have  seen  a  similar 
condition  in  a  patient  who  came  from  Dublin.      She  had 
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numerous  spheroidal  bodies  in  the  vitreous,  but  they  oc- 
curred in  a  membrane  with  many  folds,  and  were  not 
scattered  throughout  the  vitreous.  Vision  was  not  much 
affected. 

The  President  said  he  had  listened  to  the  paper  with 
great  interest  because  he  had  had  an  exactly  similar  case 
to  that  described,  with  this  single  exception,  that  the 
spots,  which  were  extremely  numerous,  were  loose  instead 
of  being  fixed,  and  resembled  series  of  snowballs.  There 
was  an  immense  variety  of  them.  Notwithstanding  their 
definite  character  one  could  get  a  very  fair  reflex  from  the 
interior  of  the  eye,  which  was  rather  indistinct.  What 
the  nature  of  the  bodies  was  he  confessed  was  a  mystery 
to  him.  He  was  unable  to  account  for  them  in  the 
slightest  degree.  They  were  not  cholesterin,  for  they 
were  not  glistening  or  angular  or  crystalline,  though  of 
light  colour  ;  when  seen  with  reflected  light  they  appeared 
dark. 
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1.   Optic  neuritis  in  its  relation  to  intra-craninl  tumour 
and  trephining. 

By  James  Taylor. 

It  is  not  my  intention  to-night  to  discuss  more  than 
one  aspect  of  the  wide  subject  of  optic  neuritis.  All 
that  I  wish  to  do  is  to  lay  before  you  certain  facts  which 
have  come  under  my  notice  during  six  years  of  work  at 
the  National  Hospital  for  the  Paralysed  and  Epileptic, 
Queen  Square, — facts  which  seem  to  me  to  be  of  the 
utmost  importance  in  attempting  to  arrive  at  a  clear  and 
correct  idea  of  the  nature  of  optic  neuritis  and  the  mecha- 
nism of  its  production,  especially  when  it  is  associated 
with  intra- cranial  tumour.  I  would,  before  going  further, 
express  my  thanks  to  my  colleagues  at  the  hospital  for 
the  exceedingly  generous  manner  in  which  they  have 
allowed  me  to  make  use  of  observations  on  patients  under 
their  care.  Mr.  Victor  Horsley  has  placed  me  under 
peculiar  obligations,  for  the  majority  of  the  observations 
which  I  am  about  to  lay  before  you  have  been  made  on 
patients  on  whom  he  has  operated,  and  he  it  was  who  first 
directed  my  attention  to  the  facts.  To  Mr.  Marcus 
Gunn  also  my  special  thanks  are  due  for  allowing  me  to 
quote  his  notes  on  several  cases. 

The  fact  and  its  significance  that  the  optic  neuritis  asso- 
ciated with  intra-cranial  tumour,  as  a  rule,  subsides  after 
trephining  was,  I  believe,  first  stated  by  Mr.  Horsley.*    Dr. 

*  '  Brit.  Med.  Jouin.,'  1893,  ii,  1365. 
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Hughlings  Jackson  referred  to  it  as  an  observation  of  Mr. 
Horsley's  so  long  ago  as  1888.'^  It  has  also  been  observed 
by  Dr.  Bruns  of  Hanover^f  and  also  by  Professor  Erb.f 
But  I  have  been  surprised  in  discussing  this  subject  with 
several  friends,  both  ophthalmic  surgeons  and  physicians, 
to  find  that  the  almost  invariable  occurrence  of  such  subsi- 
dence was  sometimes  doubted  if  not  denied.  On  any  theory 
which  aims  at  explaining  the  occurrence  of  optic  neuritis, 
whether  that  of  pressure,  of  vaso-motor  effect,  or  of  menin- 
geal inflammation,  its  disappearance  after  the  exciting- 
cause  of  it,  whether  direct  or  indirect,  had  been  removed 
might  not  excite  surprise.  But  I  venture  to  think  that 
the  facts  which  I  am  about  to  lay  before  you  to-night  will 
render  such  an  apparently  obvious  explanation  not  quite 
so  satisfactory  as  it  appears  at  first  sight  to  be.  For  I  shall 
relate,  as  briefly  and  clearly  as  I  can,  first  of  all  three 
cases  of  intra-cranial  tumour  in  which  the  tumour  was 
removed,  and  in  which  the  neuritis  completely  disappeared. 
I  shall  further  detail  the  salient  points  in  three  other  cases 
in  which,  optic  neuritis  as  well  as  other  symptoms  of  intra- 
cranial tumour  being  present,  trephining  was  performed, 
but  the  tumour  for  various  reasons  not  removed.  Yet  in 
two  of  these  three  cases  there  was  entire  disappearance 
of  the  neuritis,  while  in  the  third  there  was  marked  sub- 
sidence, when  the  patient  passed  from  observation.  I 
shall  also  consider  another  group  of  three  cases  which 
were  operated  upon.  In  two  of  these  tumour  was  re- 
moved and  the  neuritis  subsided,  and  although  the  tumour 
recurred  the  neuritis  did  not.  In  the  third  case  a  cyst 
was  tapped  and  drained,  and  the  neuritis  subsided.  Sub- 
sequently large  masses  of  tumour  were  removed,  but  there 
was  at  no  time  any  recurrence  of  the  neuritis,  so  that  tre- 
phining and  the  drainage  of  a  cyst,  which  was  almost 
certainly  a  cyst  in  a  tumour,  were  apparently  sufiiciont  to 
banish  the  neuritis.      This  patient  died,  and  tumour   was 

*  '  Hrit.  Med.  Journ.,'  1888,  July  litli  ami  21st. 

t  'Nonr.  Cent.,'  ISQl-,  p.  20. 

I  '  Deut.  Zeitschr.  f.  Ncueulicilkunde,'  Bd.  ii,  s.  414. 
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found  post  mortem.  It  should  be  mentioned  that  in  none 
of  the  cases  was  any  active  treatment  by  drugs  carried  out 
after  operation.  In  some  active  treatment  by  iodides 
and  mercury  had  been  tried  before  operation  was  re- 
sorted to. 

I  shall  now  relate  the  cases  in  the  first  group  to  which 
I  have  referred.  They  were  three  in  number,  all  cases  of 
cerebral  tumour.  All  were  operated  on  and  the  tumour 
removed,  and  subsidence,  varying  in  rapidity,  of  the  optic 
neuritis  took  place. 

Case  1. — T — ,  male  set.  26,  under  the  care  of  Dr. 
Hughlings  Jackson,  admitted  December  15th,  1890.  He 
had  suffered  from  occasional  fits  for  five  years,  and  for  two 
months  had  had  severe  headache.  On  admission  he  was 
found  to  have  left  hemiplegia  and  marked  optic  neuritis. 
Mr.  Gunn  noted  that  there  were  5  D.  of  swelling  on  the 
right  side,  and  3*5  D.  on  the  left.  A  large  tumour  was 
removed  from  the  right  hemisphere  by  Mr.  Horsley  on 
December  18th.  Four  days  later  Mr.  Gunn  noted  that 
the  swelling  on  the  right  side  was  3  D.,  and  on  the  left 
2'5  D.  The  swelling  gradually  subsided,  and  on  the  5th 
of  February,  when  the  patient  left  the  hospital,  the  swelling 
had  entirely  disappeared,  and  the  optic  discs  were  quite 
normal  in  appearance. 

This  patient  subsequently  died,  out  of  reach  of  observa- 
tion, with  symptoms  indicating  recurrence  of  the  gi*owth. 

Case  2.— W— ,  male  set.  35,  admitted  June  30th,  1893, 
under  my  care  (by  the  kindness  of  Dr.  Hughlings  Jackson) 
with  left-sided  weakness  and  a  history  of  fits  commencing 
in  the  left  leg,  to  which  he  had  been  subject  for  fifteen 
years,  the  weakness  dating  back  to  four  years  before 
admission.  No  neuritis  was  present  when  he  was  ad- 
mitted, but  two  and  a  half  months  later  distinct  optic 
neuritis  with  haemorrhages  was  observed  on  both  sides. 
He  was  operated  upon  by  Mr.  Horsley,  and  a  tumour 
removed  from  the  right  cortex.      The  neuritis  slowly  but 
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gradually  sabsidedj  so  that  four  months  after  operation 
the  discs  were  pronounced  by  Mr.  Gunn  to  be  quite 
normal  in  appearance. 

Case  3. — K — ,  male  aet.  39,  admitted  under  Dr.  Beevor's 
care  on  July  7th,  1890,  with  left-sided  weakness  and  fits 
affecting  that  side.  There  was  no  optic  neuritis  on  his 
admission,  but  on  the  19th  of  August,  examination  having 
been  made  daily,  it  was  first  observed.  Eight  days  later 
a  large  cortical  tumour  was  removed,  and  on  the  20th 
November,  when  he  left  the  hospital,  every  trace  of 
the  neuritis  had  disappeared.  It  was  still  absent  on 
December  21st  of  the  same  year.  He  was  readmitted  to 
the  hospital  on  January  5th,  1891,  with  a  tense  bulging 
mass  at  the  hole  in  the  skull  through  which  the  tumour 
had  been  removed,  and  died  comatose  on  the  following 
day.  Mr.  Gunn  examined  him  on  the  day  he  died,  and 
found  slight  optic  neuritis  present,  1  D.  of  swelling,  but 
no  haemorrhages.  At  the  necropsy  the  tumour  was  found 
to  have  recurred  at  the  site  of  the  operation,  and  to  have 
attained  a  considerable  size. 

This  case,  it  will  be  seen,  is  more  complete  than  either 
of  the  others.  It  was  observed  in  the  final  stages.  Two 
points  should,  I  think,  be  borne  in  mind,  viz.  that  when 
the  patient  last  came  under  observation  there  was  a  tense 
bulging  mass  at  the  hole  in  his  skull,  and  that  there  was 
slight  optic  neuritis.  It  should,  however,  also  be  borne 
in  mind  that  a  fortnight  before  this,  when  the  recurrent 
tumour  was  almost  certainly  present,  there  was  no  optic 
neuritis,  and  that  when  the  last  examination  was  made 
the  patient  was  comatose. 

The  second  group  of  cases  also  consists  of  three.  In 
all  of  these  there  were,  clinically,  the  unequivocal  sym- 
ptoms of  intra-cranial  growth.  All  three  were  trephined, 
and  while  in  two  of  them  the  tumour  was  visible  at  the 
operation  ;  in  the  other,  a  case  with  symptoms  of  cere- 
bellar new  growth  or  abscess,  no  tumour  could  be  dis- 
cerned and   no   abscess   was   found.      Now    in   all   these 
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three  cases  no  tumour  was  removed,  no  collection  of  pus 
or  serum  evacuated,  yet  in  two  of  them  the  neuritis  in 
course  of  time  completely  disappeared,  and  in  the  other 
underwent  marked  diminution,  and  was  still  subsiding 
when  the  patient  passed  from  observation,  although  the 
other  symptoms  pointed  to  a  rapid  increase  in  the  extent 
of  the  growth.  In  one,  as  will  be  seen,  the  neuritis 
entirely  disappeared  in  a  comparatively  short  time, 
although  there  was  evidence  that  the  tumour  continued 
to  grow.  In  the  other  also  the  neuritis  in  time  entii-ely 
subsided,  but  whatever  the  intra-cranial  foreign  body  in 
this  case  was,  it  had  apparently  become  quiescent  when 
the  patient  was  last  seen. 

Case  4. — N — ,  male  a3t.32,  admitted  under  Dr.  Buzzard's 
care  on  May  29th,  1888.  There  was  a  history  of  right- 
sided  fits,  and  distinct  optic  neuritis  with  several  haemor- 
rhages was  present  on  both  sides.  On  November  6th, 
1888,  he  was  operated  upon  by  Mr.  Horsley,  a  consider- 
able area  of  bone  being  removed  and  the  dura  mater 
opened.  The  Rolandic  area  on  the  left  side  was  infil- 
trated with  new  growth,  and  no  attempt  was  made  to 
remove  the  growth  on  account  of  its  extensive  connec- 
tions. On  January  29th,  1889,  the  discs  were  noted  as 
normal,  the  swelling  and  haemorrhages  having  disappeared. 
By  this  time  there  was  considerable  bulging  at  the  hole 
in  the  skull,  and  the  subsequent  history  may  be  briefly 
summarised  by  stating  that  the  swelling  was  several 
times  aspirated  and  drained,  that  considerable  weakness 
of  the  limbs  on  the  right  side  was  present,  and  there 
were  several  slight  right-sided  convulsions.  The  neuritis 
never  recurred  during  the  time  the  patient  was  under 
observation.  He  was  discharged  on  March  14th,  1890, 
more  than  two  years  after  the  operation.  He  died  in  the 
following  August,  but  the  state  of  the  brain  I  am  unable 
to  describe,  as  he  did  not  die  in  the  hospital. 

Case  5. — J — ,  female  a)t.  25,  under  Dr.  Beevor's  care, 
admitted  May  15tli,  1891.      iSho  had  had  attacks  of  head- 
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ache  and  vomiting  dui'ing  fifteen  months,  and  on  admis- 
sion was  suffering  from  deafness  in  the  right  ear,  failure 
of  sight,  diplopia,  proptosis,  and  defect  of  smell.  Mr. 
Gunn's  note  on  May  19th,  1891,  was  as  follows : 

"  Surface  of  disc  seen  with  +  6  D.  General  colour  of 
left  redder  than  that  of  right,  which  is  evidently  in  the 
stage  of  subsidence.  ^^ 

On  the  26th  May,  1891,  an  exploratory  operation  was 
performed  by  Mr.  Horsley,  and  an  extensive  infiltrating 
growth  discovered.  No  attempt  was  made  to  remove  it. 
Mr.  Gunn's  note  on  23rd  of  June,  1891,  a  month  later, 
was  as  follows  : 

"  Right  disc  paler  and  flatter  than  when  last  seen  ; 
surface  now  seen  with  +  3  D. ;  outer  edge  distinct,  the 
others  still  indefinite.  The  left  disc  is  still  of  good 
colour,  the  surface  seen  with  +  3  D.  The  outer  edge  can 
just  be  made  out,  the  others  are  still  considerably  blurred." 

The  patient  left  the  hospital  soon  after  this,  and  died 
at  her  home,  I  believe,  about  three  months  later. 

Case  6. — S — ,  female  ast.  19,  admitted  on  November  6th, 
1892,  under  the  care  of  Dr.  Hughlings  Jackson.  For  six 
years  she  had  had  discharge  from  her  right  ear,  and  ten 
months  before  admission  had  had  an  attack  of  headache 
and  vomiting.  For  six  months  her  sight  had  been 
failing.  She  now  suffered  from  attacks  of  headache  and 
vomiting,  she  staggered  as  she  walked,  and  her  sight  was 
not  good.  There  was  optic  neuritis  on  both  sides.  Her 
vision  was — right  =  -^g,  J.  4 ;  left  =  ^,  J.  1  ;  and 
Mr.  Gunn  noted — 

"  Right  surface  seen  with  +  6  D.,  the  fundus  with 
+  24  D.  ;  left  surface  with  +  4  D.,  fundus  with  +  2h  D." 
A  disc  of  bone  was  removed  from  the  right  occipital  bone, 
and  the  lateral  lobe  of  the  cerebellum  probed  unsuc- 
cessfully in  various  directions.  Relief  from  the  sym- 
ptoms, however,  followed,  and  on  November  24th,  1892, 
Mr.  Gunn  found  right  surface  seen  with  +  5  D.,  left 
surface  seen   with  +  4  D.  ;   and  on  December  15th  ri<rht 
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=  +  3i  J).,  left  =  +  2^  D.,  the  outer  side  of  the  disc 
being-  well  in  view.      The  vision  remained  as  before. 

This  patient  was  readmitted  on  October  11  th^  1893,  on 
account  of  the  bulging  at  the  trephine  hole.  Aspiration 
was  performed,  and  a  quantity  of  cerebro-spinal  fluid 
removed.      Mr.  Gunn  made  the  following  note  : 

"  Right  margin  easily  traced  all  round,  distinct  every- 
where except  just  where  large  vessels  cross  it  above  and 
below.  Some  pigmentary  change  round  the  disc ;  some 
bright  spots  (fatty)  in  the  retina. 

"  Loft  in  a  similar  condition  :  outline  can  be  followed 
all  round.  It  is  only  sharp  outwards.  Arteries  are  small, 
and  there  is  considerable  pigmentary  change  round  the 
disc." 

The  vision  remained  as  before. 

The  third  group  of  cases  is  probably  the  most  in- 
teresting and  important  of  all.  Like  the  others,  it  com- 
prises three  cases. 

Case  7. — G — ,  male  set.  4<4<,  admitted  under  Dr.  Beevor's 
care  on  November  23rd,  1891.  Since  1888  he  had  suffered 
from  right-sided  weakness  and  fits.  But  although  he 
had  been  frequently  and  carefully  examined  during  the 
previous  year  it  was  not  till  August  20th,  1892,  that 
neuritis  was  observed  in  the  right  eye,  the  left  being  still 
free  from  any  pathological  change.  On  September  13th 
this  observation  was  confirmed  by  Mr.  Gunn,  who  de- 
scribed optic  neuritis  with  haemorrhages  in  the  right  eye 
and  a  normal  appearance  of  the  left.  Even  on  November 
7th  the  left  could  only  be  described  as  "  looking  a  little 
suspicious." 

The  patient  was  operated  upon  on  November  9th,  and 
a  tumour  removed  from  the  left  hemisphere.  Five  weeks 
later  Mr.  Gunn's  note  was  as  follows  : — "  The  right  optic 
disc  no  longer  presents  appearances  of  optic  neuritis.  All 
one  could  now  say  is  that  it  is  of  a  higher  colour,  and  there 
is  a  difference  of  level  of  A  D.  between  it  and  the  neisrh- 
bourinjir  fundus." 
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This  patient  went  out,  but  died  on  August  5th,  1893, 
and  at  the  necropsy  Dr.  Colman  found  that  there  was  a 
cystic  condition  of  the  place  from  which  the  tumour  had 
been  removed.  Three  weeks  before  this  I  saw  the 
man  as  an  out-patient,  and  although  then  there  was  some 
bulging  at  the  hole  in  the  skull  there  was  no  optic  neu- 
ritis present. 

Case  8. — W — ,  the  next  case,  is  a  very  interesting- 
one  ;  that  of  a  boy  who  was  admitted  under  Dr.  Gowers 
on  October  6th,  1890,  with  headache,  vomiting,  right- 
sided  weakness,  and  optic  neuritis  well  marked  on  both 
sides,  an  observation  confirmed  by  Dr.  Growers.  Mr. 
Ballance  operated  on  November  8th,  and  finding  by  aspi- 
ration that  a  cyst  was  present  he  put  in  a  drainage-tube. 
In  six  weeks  the  neuritis  had  disappeared,  and  the  subse- 
quent history  of  the  case  may  be  briefly  summarised. 
The  drainage  was  continued  with  some  intermissions  for 
over  two  years  with  great  relief  of  his  symptoms,  and 
during  that  time  neither  when  the  drainage  was  going 
on  nor  at  other  times  was  there  any  recurrence  of  the 
neuritis.  Finally  a  large  tumour  was  partially  removed 
on  June  23rd  last,  but  there  was  increase  of  the  tumour, 
and  the  patient  died  of  recurrence. 

At  the  necropsy  made  by  Dr.  Colman  a  tumour  of  con- 
siderable size  was  found  in  the  left  hemisphere. 

Now  this,  it  will  be  seen,  is  an  almost  crucial  case. 
The  trephining  and  drainage  were  followed  by  complete 
subsidence  of  the  optic  neuritis,  and  at  no  period  during 
the  three  years  that  remained  of  the  patient's  life  was 
optic  neuritis  ever  found,  although  it  was  frequently 
looked  for.  And  still  there  can  be  little  doubt  that  the 
tumour  was  inside  the  cranium  all  the  time,  and  that  the 
only  difference  in  the  intra-cranial  condition  between  the 
time  of  the  patient's  admission  and  before  the  operation 
at  which  the  tumour  was  removed  was  produced  by  the 
hole  in  the  skull  and  the  drainage,  or  when  the  drainage- 
tube  was  left  out  by  the  hole  in  the  skull  alone. 
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Case  9. — T — ,  male  £et.  33,  the  last  case,  also  is 
similar  in  character  and  in  significance.  It  is  that  of  a 
patient  admitted  on  June  6th  last,  under  Dr.  Ormerod's 
care,  with  left-sided  weakness  and  a  history  of  left-sided  fits 
which  had  been  present  for  two  years.  On  August  29th 
Mr.  Gunn  noted  that  there  was  distinct  optic  neuritis, 
swelling  of  2  D.  with  haemorrhage  in  each  disc.  On 
September  15th  a  large  tumour  was  removed,  and  on 
October  24th,  i.  e.  about  five  weeks  after  the  operation, 
all  hgemorrhages  had  disappeared,  but  there  was  still  on 
the  right  side  some  indistinctness  of  the  upper  and  outer 
edge  of  the  disc,  while  on  the  left  side  the  outer  border 
was  distinct,  the  rest  of  the  margin  being  somewhat 
blurred.  Later,  signs  of  recurrence  of  tumour  appeared, 
although  the  optic  neuritis  continued  slowly  to  subside, 
and  operation  was  again  undertaken.  It  was  found 
impossible  to  remove  all  the  tumour,  and  the  man  is  now 
in  hospital.*  In  spite  of  the  fact — the  known  fact — that 
growth  is  present  in  his  brain,  and  that  the  symptoms  of 
it  are  manifest,  the  last  report  by  Mr.  Gunn  a  few  weeks 
ago  is  to  the  efi^ect  that  no  optic  neuritis  is  present,  the 
discs  and  fundi  presenting  a  normal  appearance.  It  may, . 
however,  be  said  that  the  bulging  at  the  trephine  opening 
is  considerable. 

Such  are  the  facts  which  I  would  present  to  you  for 
consideration,  and  before  proceeding  briefly  to  consider 
their  significance  I  would  remind  you  of  two  facts  which 
must  be  well  known  to  you  all.  (1)  That  a  tumour  even  of 
large  size  may  be  present  without  giving  rise  to  optic 
neuritis.  Dr.  Hughlings  Jackson  recorded  such  a  case  so 
long  ago  as  1875,  a  case  in  which  Dr.  Gowers  examined 
the  brain,  and  found  a  large  gliomatous  tumour  in 
the  right  temporo-sphenoidal  lobe,  and  some  smaller 
growths  near  and  in  the  right  hippocampus  major. f 
Several  others  have  been  recorded.      (2)  The  second  fact 

*  This  patient  has  since  died,  and  a  large  mass  of  new  growth  was  found 
to  be  present.     The  optic  neuritis  never  recurred, 
t  '  Ophth.  Hosp.  Reports,'  vol.  viii,  p.  434. 
VOL.   XIV.  8 
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of  whicli  I  would  remind  you  is  that  optic  neuritis  may 
exist  without  cerebral  tumour,  as  was  evidenced  by  a  case 
recorded  by  Dr.  Hughlings  Jackson,"^  in  which  the  optic 
nerves  were  examined  post  mortem  by  Dr.  Gowers.  These 
two  facts  should  of  course  be  borne  in  mind. 

And  now  in  regard  to  the  points  1  have  laid  before  you. 
One  thing,  I  think,  is  sufficiently  evident,  viz.  that  after 
operations  for  tumour  in  which  the  tumour  has  been  re- 
moved the  optic  neuritis  may  disappear  entirely,  without 
leaving  any  traces  of  its  former  existence  so  far  as  the 
ophthalmoscope  can  inform  us.  Another  thing  also  seems 
to  be  evident,  viz.  that  in  certain  cases  in  which  tumour 
associated  with  optic  neuritis  is  certainly  present  the 
neuritis  may  subside  also  without  leaving  any  traces  behind 
it  after  trephining  has  been  performed,  although  the 
tumour  has  not  been  interfered  with,  much  less  removed. 
With  reference  to  the  first  point  it  might  be  said  that  the 
subsidence  of  the  neuritis  depended  upon  the  removal  of 
the  tumour,  its  underlying  cause  ;  and  this  explanation 
would  be  available  to  the  supporters  of  any  of  the  various 
theories  which  seek  to  explain  optic  neuritis.  It  is  differ- 
ent, however,  in  regard  to  the  course  of  events  in  the 
second  set  of  circumstances.  In  these  the  only  interfer- 
ence has  been  the  removal  of  some  bone  from  the  skull 
and  the  opening  of  the  dura  mater — in  other  words,  the 
relief  of  intra-cranial  pressure.  The  subsidence  of  the 
neuritis  after  this  has  been  effected  seems  to  me  to  be 
something  more  than  a  coincidence,  and  I  scarcely  think 
that  anyone  having  regard  to  the  facts  I  have  laid  before 
you  can  doubt  the  close  causal  connection  of  the  two  cir- 
cumstances. I  would  even  venture  to  say  that  from  these 
facts  alone  one  is  justified  in  asserting  that  in  certain  cases 
of  intra-cranial  tumour  the  pressure  inside  the  skull  is  the 
effective  agent  in  producing  what  Ave  know  as  optic  neuritis. 

Mr.  Victor  Horsley. — It  seems  to  me  that  what  these 
facts  teach  us  at  the  present  moment  is,  that  in  cerebral 
*  '  Ophth.  Hosp.  Reports,'  vol.  viii,  p.  445. 
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tumour  witli  optic  neuritis  we  have  a  patliological  condi- 
tion due  to  several  complex  factors,  and  the  last  speaker 
has  suggested  one  of  them  in  addition  to  the  question  of 
pressure.  I  think,  as  Dr.  Taylor  has  said,  it  must  now  be 
held  that  if  we  remove  part  of  the  bony  capsule  of  the 
brain,  then  at  least  we  have  removed  the  factor  of  pres- 
sure, that  being  sufficient  to  bring  about  the  subsidence  of 
the  neuritis  ;  but  that  does  not  in  the  least  tell  us  what  the 
several  factors  are,  nor  does  it  explain  why  optic  neuritis 
should  be  associated  with  cerebral  tumour.  The  point  I 
next  wish  to  emphasise  is  that  if  there  be  any  optic 
atrophy  present,  no  amount  of  reduction  of  pressure 
within  the  skull  will  produce  the  slightest  change  or 
afford  the  slightest  relief  in  respect  of  the  loss  of  vision. 
I  do  not  think  this  point  is  sufficiently  noted  in  connection 
with  the  subject.  If  there  be  commencing  atrophy,  then 
after  operation  the  amount  of  neuritis  that  may  be  pre- 
sent will  totally  disappear,  but  the  atrophy  is  absolutely 
permanent.  For  this  reason,  although  I  have  advocated 
opening  the  skull  in  optic  neuritis  even  when  the  tumour 
is  hopeless,  and  from  a  surgical  point  of  view  inoperable, 
in  order  to  stop  the  neuritis,  I  do  not  think  the  operation 
is  justifiable  if  the  atrophy  is  well  marked.  I  lay  stress 
upon  this  because,  in  conjunction  with  my  late  colleague, 
Mr.  Marcus  Beck,  I  saw  a  patient  with  advanced  atrophy, 
and  in  whom  but  very  little  improvement  took  place  after 
operation.  Another  point  I  wish  to  allude  to  is  that,  as 
the  author  has  said,  when  the  tumour  recurs,  there  is  no 
recurrence  of  the  optic  neuritis.  This  fact  seems  to  me 
to  put  out  of  court  the  view  advocated  by  Dr.  Edmonds 
and  Mr.  Lawford  as  to  the  pathology  of  optic  neuritis  in 
association  with  cerebral  tumour.  We  have  sufficient 
cases  now  of  recurrence  of  the  growth  without  recurrence 
of  the  neuritis  to  show  that  even  if  the  dura  mater  is 
not  opened,  the  optic  neuritis  nevertheless  disappears. 
Finally,  I  should  be  glad  to  have  the  experience  of 
members  of  this  Society  as  to  the  results  of  de  Wecker's 
operation  in  this  connection.      I  suggested,  a  year  ago 
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at  Newcastle,  that  in  cases  where  the  general  surgeon 
did  not  feel  justified  in  opening  the  skull,  perhaps  an 
ophthalmic  surgeon  might  feel  justified  in  opening  the 
nerve-sheath.  Now,  however,  that  the  operation,  as  I  have 
been  assured,  does  not  give  the  results  expected  of  it,  I 
shall  not  feel  disposed  to  repeat  the  advice  on  any  future 
occasion. 

Mr.  Ballance. — My  name  has  been  mentioned  in  con- 
nection with  one  of  the  cases  referred  to  by  my  colleague 
Dr.  Taylor.  The  subject  interests  me  very  much,  and  I 
confess  I  do  not  agree  with  the  author  that  intra-cranial 
pressure  is  the  essential  factor  in  the  causation  of  optic 
neuritis.  I  think  that  before  the  work  of  my  colleagues, 
Lawford  and  Edmunds,  as  to  the  connection  between  optic 
neuritis  and  meningitis  is  overthrown  we  ought  to  have 
some  microscopical  evidence  as  to  the  condition  of  the 
meninges  and  optic  nerves.  Now  I  did  not  gather  fi'om 
the  paper  that  any  microscopic  examination  had  been  made 
of  the  meninges  at  the  base  of  the  brain.  Lawford  and 
Edmunds  clearly  showed  that  without  this  microscopical 
examination  it  was  quite  impossible  to  say  whether  or  not 
there  was  slight  basal  meningitis.  I  think  it  is  perfectly 
well  established  that  around  every  foreign  body,  around 
every  tumour,  there  is  an  area  of  inflammation;  and  it  is 
clear  that  the  greater  the  pressure  which  the  tumour 
causes  upon  the  parts  around  the  wider  and  more  exten- 
sive will  this  area  of  inflammation  become.  I  think, 
therefore,  that  although  the  intra-cranial  pressure  may  be 
a  very  important  factor  in  the  causation  of  the  larger 
area  of  exudation,  yet  this  paper  does  not  prove  that  the 
pressure  is  the  essential  cause  of  the  optic  neuritis  in  these 
cases  ;  or,  conversely,  that  the  relief  of  the  pressure  by  tre- 
phining and  the  subsequent  subsidence  of  the  optic  neuritis 
proves  that  pressure  produces  optic  neuritis  independent 
of  inflammation  :  if  so,  why  in  some  cases  do  we  get  high 
pressure  without  optic  neuritis,  and  in  others  optic 
neuritis  without  pressure  ?  I  think  all  these  cases  may 
well   be   explained    by  the    hypothesis    put    forward    by 


OPTIC    NEURITIS.  117 

Lawford  and  Edmunds,  viz.  by  the  presence  of  slight 
basal  meningitis  (as  to  which  there  is  in  the  cases 
published  to-night  no  evidence  for  or  against,  no  micro- 
scopical examination  having  been  made)  which  may  have 
been  present  in  them  all,  and  that  the  relief  obtained  by 
opening  the  skull  may  simply  have  diminished  the  area 
of  inflammation  around  the  tumours  or  cysts,  and  that  this 
was  the  reason  why  the  optic  neuritis  subsided.  I  have 
seen  many  cases  of  optic  neuritis  which,  I  think,  must 
have  been  due  to  slight  septic  basal  meningitis.  Only 
recently  I  operated  upon  a  septic  abscess  in  the  brain. 
The  patient  is  now  apparently  well,  but  he  has  a  very 
small  suppurating  hernia  and  intense  optic  neuritis  on 
each  side.  When  I  operated  on  the  abscess  some  weeks 
ago  he  had  no  optic  neuritis.  There  is  no  essential 
microscopical  difference  between  the  inflammation  which 
is  set  up  around  a  non-septic  foreign  body  and  that  set 
up  by  sepsis. 

Dr.  Hill  Griffith. — I  am  glad  something  has  been  said 
in  favour  of  the  pressure  theory  of  optic  neuritis.  It  has 
always  appeared  to  me  reasonable.  There  is  one  point 
especially  I  have  noticed,  viz.  sudden  restoration  of  sight 
which  sometimes  takes  place  without  operation.  We  meet 
with  cases  of  brain  tumour  in  young  people  with  sudden 
optic  neuritis  accompanied  with  total  or  nearly  total  loss 
of  vision,  and  under  ordinary  treatment  they  sometimes 
recover  sight  for  a  time,  and  I  think  the  pressure  theory 
will  account  for  these  cases  better  than  any  other. 

Dr.  Taylor. — I  am  glad  that  I  brought  forward  this 
subject,  since  it  has  elicited  the  extremely  suggestive 
remai'ks  that  have  fallen  from  Dr.  Hughlings  Jackson 
and  others.  The  subject  is  a  very  wide  one,  and  I  pur- 
posely limited  what  I  had  to  say  to  the  optic  neuritis 
associated  with  intra-cranial  tumours.  Mr.  Ballance,  I 
think,  did  not  quite  understand  this,  and  I  do  not  think 
that  his  criticisms  apply  to  my  position  in  the  matter.  I 
did  not  argue  for  or  against  the  occurrence  of  basal 
meningitis.      All  that  my  cases  show  is  that  optic  neuritis 
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subsides  after  trephining.  Of  course  anyone  might  say 
that  the  operation  causes  the  basal  meningitis  if  it  is 
present  to  subside,  and  that  this  leads  to  the  subsidence 
of  the  neuritis.  But  such  a  view  does  not  commend  itself 
to  me.  The  mechanism  of  the  optic  neuritis  associated 
with  septic  meningitis  and  other  conditions  did  not  come 
within  the  scope  of  my  paper. 


2.  A  case  of  double  optic  neuritis. 
By  R.  Williams. 

I  HAVE  called  this  case  one  of  optic  neuritis  because, 
with  the  exception  of  the  dilatation  of  the  pupils,  that 
was  the  only  objective  symptom  present.  The  patient, 
Ann  R — ,  was  65  years  of  age,  and  had  enjoyed  good 
health  all  her  life.  She  had  one  miscarriage,  but  no 
dead-born  children.  She  consulted  me  on  January  1st 
of  this  year,  and  said  her  sight  had  commenced  to  fail 
three  months  previously,  but  that  she  had  been  able  to 
work  until  three  days  before  her  visit,  when  her  sight 
almost  suddenly  left  her.  Her  pupils  were  partially 
dilated  and  inactive,  and  she  had  no  perception  of  light 
whatever  in  either  eye.  I  could  discover  no  other  sym- 
ptom whatever  referable  to  the  nervous  system,  and  there 
was  no  headache  or  vomiting. 

With  the  ophthalmoscope  there  was  seen  to  be  slight 
optic  neuritis,  the  edges  of  the  discs  being  hazy  and  the 
veins  large  in  proportion.  This  condition  was  rather 
more  marked  in  the  right  than  in  the  left  eye.  In  other 
respects  the  fundus  was  quite  normal. 

The  patient  was  admitted  into  the  Infirmary,  and  put 
on  iodide  of  potassium  in  five-grain  doses,  together  with 
inunction  of  oleate  of  mercury.  The  iodide  was  increased 
from  time  to  time  up  to  15  grains  on  the    18th  January. 
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Hitlierto  there  had  been  no  change  in  the  condition  of 
the  patient^  but  on  this  date  it  was  noted  that  she  could 
count  fingers  on  the  temporal  side  with  the  left  eye,  and 
on  the  nasal  side  with  the  right  eye,  but  not  directly  in 
front  of  her. 

On  the  21st  she  could  see  the  windows  of  the  ward, 
and  read  J.  20.  The  next  day  it  was  noted  that 
the  neuritis  was  passing  off.  She  was  now  taking 
20  grains  of  the  iodide.  On  the  29th  she  could  tell  the 
time  on  the  watch,  and  she  became  an  out-patient  on 
February  6th.  The  improvement  continued,  and  eleven 
days  later,  February  15th,  the  vision  was  noted,  R.  and  L. 
=  -^  c.  +  '75.  At  this  date  also  the  fields  were  taken, 
and  found  to  be  normal. 

As  far  as  my  experience  goes,  this  case  is  unique  and 
worthy  of  record.  The  nature  and  seat  of  the  lesion  are 
questions  that  naturally  arise.  The  rapidity  with  which 
blindness  came  on,  together  with  the  comparatively 
prompt  recovery,  seems  to  preclude  the  idea  of  a  tumour, 
and  the  symptoms  seem  to  me  to  accord  best  with  the 
idea  of  a  focus  of  inflammation  developing  rapidly  and 
involving  the  whole  of  the  chiasma. 

{3Iarch  3th,  1894.) 


3.    Case  of  double  optic  neuritis  from  caries  of  sphenoidal 
cells  and  intra-cranial  abscess. 

By  Arthur  W.  Sandford. 

The  following  case  is  interesting  as  showing  what 
extensive  intra-cranial  mischief  may  exist  without  other 
than  ocular  symptoms. 

I  am  indebted  for  the  details  to  Dr.  Oakshot,  Senior 
Assistant  Medical  Officer,  Cork  District  Asylum. 

D.  L — ,  male,  was   admitted   to   the   Asylum  on   April 
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19tli,  1838,  and  died  January  8tli,  1894,  ^t.  78  years. 
He  was  for  many  years  employed  on  tlie  Asylum  farm. 
Towards  the  end  of  1891  liis  sight  became  suddenly 
impaired,  and  subsequently  was  totally  lost. 

He  was  admitted  to  the  Infirmary,  where  he  remained 
until  his  death  two  and  a  half  years  afterwards.  His 
case  was  one  of  double  optic  neuritis  and  post-neuritic 
atrophy.  He  was  very  feeble  during  this  time,  but 
never  complained  of  pain.  He  hardly  ever  spoke,  but 
would  answer  simple  questions.  He  never  had  any  sym- 
ptoms of  paralysis  whatsoever  up  to  the  time  of  his  death, 
and  had  perfect  control  over  both  rectum  and  bladder. 

In  December,  1893,  two  months  before  his  death,  some 
proptosis  of  the  left  eye  was  noticed,  and  this  increased 
for  some  days.  Subsequently  a  swelling  about  the  size 
of  a  pigeon's  egg  was  observed  just  above  the  arch  of  the 
zygoma.  In  consideration  of  the  patient's  age  and 
extreme  physical  weakness  no  operative  steps  were  taken. 
After  a  short  time  both  proptosis  and  tumour  ceased  to 
increase.  The  patient  gradually  sank,  and  died  on 
January  8th,  apparently  from  sheer  exhaustion.  His 
temperature  was  normal  or  subnormal  all  through. 

Post-mortem  examination  was  made  twenty-four  hours 
after  death.  On  removing  the  skull-cap  the  dura  was 
found  to  be  unusually  adherent,  the  pia  was  slightly 
thickened  and  opaque,  the  convolutions  were  wasted,  and 
the  sulci  deep  and  gaping.  On  raising  the  frontal 
lobes  a  large  tumour,  apparently  subdural,  extended 
from  the  middle  line  to  the  left  right  across  the  middle 
fossa.  The  optic  commissure  and  nerves  were  raised  on 
the  upper  surface  of  the  tumour,  and  pressed  against  the 
cerebrum.  The  tumour  extended  forioards  into  the  right 
orbit,  having  eroded  the  small  sphenoidal  wing  and  the 
orbital  plate  of  the  frontal  bone ;  outtvards,  to  the  left, 
through  an  eroded  aperture  in  the  skull  wall  the  size  of 
a  shilling,  at  the  temporo-sphenoidal  suture,  and  appear- 
ing externally  just  above  the  zygomatic  arch  ;  inwards, 
over  the  body  of  the  sphenoid  and  a  little  to  the  right  of 
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the    middle    line  ;     backwards   and    downwards    over    the 
basilar  process. 

The  tumour  appears  to  be  an  encysted  abscess  lying 
between  the  layers  of  the  dura  mater.  Its  contents 
consist  principally  of  pus,  with  some  bony  detritus  and 
other  morbid  materials.  It  apparently  originated  in  the 
sphenoidal  cells,  the  walls  of  which  are  completely 
destroyed,  while  the  body  of  the  bone  is  excavated. 
Thence,  having  penetrated  the  cranium,  it  extended  to 
the  left  beneath  the  dura  mater,  pierced  the  wall  of  the 
orbit  in  passing,  and  finally  perforated  the  skull  wall  and 
appeared  externally  under  the  skin  in  the  temporal  region. 

During  all  this  time  the  only  symptom  observable  was  the 
occurrence  of  double  optic  neuritis  and  subsequent  blind- 
ness, two  and  a  half  years  before  the  death  of  the 
patient.  This  latter  took  place  without  any  previous 
paralysis,  pain,  or  loss  of  consciousness. 

The  pathological  specimen  exhibited  is  the  left  half  of 
the  patient^s  skull,  and  shows  well  the  bony  condition 
described  and  the  position  of  the  tumour,  although  the 
latter  has  shrunk  considerably  in  size. 

[May  ^rd,  1894.) 


4.    Uniocular  optic  neuritis. 
By  Henry  Juler. 


]\I.  A.  D — ,  eet.  28,  attended  the  Royal  Westminster 
Ophthalmic  Hospital  on  February  3rd,  1894,  complaining 
of  loss  of  sight  in  R.  E.  and  intense  pain  in  the  head. 

"  Her  sight  was  perfectly  good  till  the  latter  end  of 
November  last,  when  she  noticed  the  sight  failing  in  the 
R.  E.,  and  in  three  weeks  from  that  time  the  R.  E.  was 
quite  blind." 

She  is   a  married   woman,  though  separated   from    her 
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husband  ;  has  three  children,  the  youngest  born  in  Sep- 
tember last.  She  and  her  youngest  child  have  been  treated 
for  syphilis  by  Dr.  Coles.  She  developed  secondary  sym- 
ptoms last  summer,  and  the  child  is  being  treated  at  the 
present  time  for  buccal  and  anal  sores.  No  other  recent 
illness.      No  history  of  ear  trouble. 

E.  E. — V.  no  p.  1.  T.  n.  Pupil  only  responds  to  light 
consensually;  pronounced  papillitis,  the  apex  of  the  swollen 
disc  distinct  with  +  6  D.  lens.  Slight  divergence,  but 
conjugate  movements  good.  No  local  or  general  para- 
lysis.     No  proptosis. 

L.  E.— V.  =  f,  J.  1.  NoHm.  T.  n.  V.  F.  good. 
Colour  sense  perfect ;  pupil  responds  readily  to  light  ;  is 
circular  and  central. 

Beyond  the  hemicranial  headache,  which  is  most 
intense,  and  the  loss  of  vision,  there  is  no  other  marked 
symptom.      No  history  of  vomiting,  vertigo,  or  fits. 

Remarks. — This  case  resembles  one  of  those  rare  forms 
of  retro-ocular  neuritis  attended  with  profound  papillitis 
and  intense  headache  described  in  a  paper  by  Mr.  Nettle- 
ship  at  this  Society  in  1884. 

The  early,  rapid,  and  complete  loss  of  sight  on  one  side 
only,  combined  with  loss  of  direct  light-reflex,  points  to  the 
lesion  being  intra-orbital  rather  than  intra-cranial,  and 
involving  early  and  completely  the  optic  nerve. 

The  absence  of  any  other  sign  of  orbital  tumour,  as 
proptosis,  limited  movement,  vascular  disturbances,  and 
the  like,  suggests  the  lesion  being  within  rather  than  out- 
side the  nerve. 

I  am  inclined  to  look  upon  it  as  a  diffuse  interstitial 
neuritis  due  to  syphilis. 

The  pain  has  gone  and  slight  p.  1.  has  returned  under 
antisyphilitic  treatment. 

{Card  specimen.      November  8th,  1893.) 
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1.  Notes  of  a  case  of  failure  of  central  vision. 

By  W.  A.  Brailey. 

(With  Plate  II.) 

The  bringing  of  so  slight  a  paper,  Mr.  President,  before 
this  Society  perhaps  needs  some  apology.  I  venture  to 
offer  in  justification  the  very  fact  of  my  ignorance. 

Its  subject  relates  to  slowly  progressive  changes  in  the 
neighbourhood  of  yellow  spot  and  optic  disc,  affecting 
mainly  the  retinal  pigment  epithelium,  which  is  irregularly 
disposed  in  ill-defined  heaps,  made  first  of  a  cloudy  dark 
and  later  of  a  coal-black  powder.  Corresponding  to  this 
there  is  a  marked  central  scotoma  for  both  form  and 
coloui',  its  limits,  however,  being  not  exactly  defined. 

To  these  symptoms  I  can  add  a  name  or  perhaps  a 
choice  of  several  names,  none  of  them,  however,  being 
very  distinctive  or  appropriate.  But  it  matters  little 
whether  I  call  it  a  ''  choroido-retinitis  centralis  "  or  any- 
thing else  ending  in  *'itis,"  since  I  am  not  satisfied  that 
it  is  in  any  sense  inflammatory.  Its  cause  and  treatment 
are  entirely  unknown  to  me,  and  it  is  therefore  that  I 
venture  to  submit  the  case  to  the  Society,  that  I  may 
have  the  benefit  of  its  experience  and  knowledge. 

George  H — ,  eet.  57,  is  a  native  of  Somersetshire,  but 
lives  in  South  Wales.  He  is  short  and  stoutly  made,  of 
temperate  habits,  and  not  a  smoker.  His  general  health 
has  been  extremely  good,  and  he  has  no  morbid  tendencies 
apparent,  with  the  exception  of  some  bladder  trouble 
developed  in  1886,  some  two  and  a  half  years  subse- 
quently to  the  first   noticed  deterioration  of  vision.      The 
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diagnosis  of  the  bladder  affection  is  "  subacute  prostatic 
catarrh  with  small  follicular  abscess  in  prostate."  Urine 
has  sp.  gr.  1020,  and  contains  slight  albumen  from  the 
presence  of  pus. 

He  is  married,  and  out  of  seven  children  has  lost  two 
in  infancy,  from  whooping-cough  and  bronchitis  respec- 
tively. He  has  had  slight  temporary  giddiness  on 
several  occasions  during  the  last  six  months. 

He  was  seen  first  in  January,  1886,  when  he  said  that 
the  left  eye  had  been  defective  both  for  near  and  distant 
sight  for  two  years.  It  seemed  to  interfere  with  the 
other  a  little,  as  in  taking  a  step  off  the  kerb.  Its  sight 
was  less  than  ^.  Its  visual  field  for  form  was  complete 
at  the  periphery,  but  there  was  an  absolute  central 
scotoma  for  both  white  and  colour,  some  10°  in  diameter. 
There  was  an  irregular  dark  pigmentation  near  the  region 
of  the  yellow  spot,  due  to  the  darkening  and  irregular 
distribution  of  the  altered  retinal  pigment  epithelium. 

The  right  eye  seemed  to  him  normal,  but  its  sight  was 
not  absolutely  perfect,  amounting  710^  quite  to  the  standard; 
with  —  '5  D.  sph.  V.  =  ^,  almost.  No  defect  of  colour- 
vision  was  appreciable,  and  no  scotoma.  He  was  wearing 
+  2"25  D.  sph.  for  near  work,  with  which  he  read  J.  1  at 
eight  inches.      He  had  no  other  morbid  symptom. 

He  was  next  seen  in  September,  1893,  when  a  drawing 
was  made  of  the  fundus  of  each  eye. 

He  says  that  the  right  also  began  to  fail  some  nine 
months  after  I  first  saw  him,  and  that  the  failure  has  been 
more  rapid  during  the  last  one  and  a  half  years,  till  now 
it  is  almost  as  defective  as  the  left,  having  V.  =  -|-,  whereas 
the  left  is  Y^,this  eye  having  apparently  been  for  long  quite 
stationary.  Each  eye  fixes  excentrically,  and  can  barely 
puzzle  out  letters  of  J.  16.  He  says  that  type  looks 
much  larger  to  the  left,  the  first  affected  eye  ;  but  usually 
he  reads  with  the  right  eye  only,  having  some  divergence 
of  the  left  in  near  vision. 

Each  eye  has  an  absolute  central  scotoma  for  form 
and  colour,  extending  about  five  degrees  from  the  centre 
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Illustrates  tlie  ophthalmoscopical  appearances  of  Dr.  Brailey's 
case  of  Failure  of  Central  Vision  (p.  123). 
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of  the  field  in  each  direction.  Red  and  green  begin  to  be 
appreciated  about  a  degree  beyond  this,  but  defectively, 
their  perception  by  the  quantitative  tests  of  Ole  Bull 
amounting  at  the  best  to  ^  in  the  right  and  -g-  in  the  left 
eye  respectively. 

The  ophthalmoscopic  changes  are  portrayed  in  Plate  II. 

The  left  fundus,  that  first  affected,  has  its  optic  disc 
and  retinal  vessels  normal.  Around  the  disc,  and  ex- 
tending to  and  embracing  the  yellow  spot,  is  an  area  some 
twenty  times  the  size  of  the  disc,  over  which  the  retinal 
pigment  epithelium  and  chorio-capillaris  are  atrophic,  as 
indicated  by  undue  conspicuousness  of  the  choroidal  stroma 
and  vessels,  some  of  the  latter  having  their  coats  thickened 
and  white. 

Just  below  the  position  of  the  yellow  spot  is  some  irre- 
gularly distributed  coal-black,  finely  granular  pigment, 
evidently  in  the  position  of  the  retinal  pigment  epithelium, 
and  formed  by  the  irregular  aggregation  of  its  degene- 
rated remains,  some  part  being  in  the  form  of  a  circle, 
half  the  size  of  the  optic  disc.  A  slighter  irregular 
collection  of  similar  pigment  is  seen  at  three  difi^erent 
points  of  the  same  atrophied  area. 

The  right  eye,  with  its  affection  of  some  six  years  only, 
shows  a  similar  atrophy  of  the  retinal  pigment  epithelium, 
but  less  in  degree  and  extent.  Beyond  it,  round  the 
yellow  spot,  is  a  scattered  arrangement  of  more  cloudy 
darkish  pigment,  irregular  and  ill-defined,  but  with  some 
approach  to  a  ring-like  form. 

I  may  add  that  when  first  seen  the  patient  was  ordered 
strychnine,  rather  as  a  venture  than  from  any  experience 
of  good  results  in  such  cases.  {October  19th^  1893.) 

The  President  said  that  comparatively  slight  ophthalmic 
changes  associated  with  considerable  deficiency  of  vision 
in  both  eyes,  such  as  described  by  Dr.  Brailej^,  were  by  no 
means  uncommon.  It  was  rare,  however,  for  the  changes 
to  be  observed  in  the  early  stage,  and  the  subsequent 
course    followed    up.      Very   considerable   change    might 
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occur  even  in  the  region  of  the  macula  with  less  defect  of 
sight  than  in  the  present  instance,  and  this  he  thought 
indicated  that  the  changes  had  occurred  in  the  most  sensi- 
tive, ^.  e.  the  deeper  layez's  of  the  retina,  as  well  as  in  the 
more  supei'ficial  layer  of  the  choroid.  He  could  suggest 
little  by  way  of  treatment.  Probably  nothing  would  avail 
much  in  organic  changes  of  this  kind,  which  were  indica- 
tive of  progressive  atrophic  changes. 

Mr.  SiLCOCK  observed  that  the  most  striking  opthalmo- 
scopic  featui'e  was  the  condition  of  the  choroidal  vessels. 
Thickening  of  their  coats  and  obliteration  of  their  lumen 
seemed  to  be  going  on — an  arteritis  obliterans.  He  sug- 
gested that  if  observed  long  enough  the  fundus  changes 
might  ultimately  assume  the  appearances  in  the  case  re- 
corded by  Mr.  Morton,  In  Dr.  Brailey's  case  there  was 
no  history  of  syphilis,  but  he  never  accepted  a  patient's 
statement  on  such  a  point.  He  knew  of  no  disease  except 
syphilis  which  induced  obliterative  arterial  changes  so 
extensive  in  character.  Whether  that  was  the  first  inci- 
dent in  the  causation  of  the  choroido-retinal  change  it 
was  difficult  to  say.  In  every  similar  case  he  had  certainly 
never  seen  any  good  result  from  treatment,  antisyphilitic 
or  otherwise. 

Mr.  Lawford  referred  to  the  case  of  a  Avoman  whom  he 
had  seen  at  St.  Thomas's  Hospital  with  similar  changes, 
limited,  however,  to  one  eye.  She  was  between  fifty  and 
sixty  years  of  age.  So  far  the  other  eye  had  remained 
unaffected ;  there  was  no  sign  of  retinal  or  choroidal 
change,  and  vision  was  perfect.  In  the  affected  eye 
slowly  progressive  changes  Avere  noted  with  well-marked 
central  deficiency  of  vision.  He  looked  upon  these 
changes  as  a  form  of  senile  degeneration,  even  though 
they  occurred  in  persons  not  presenting  other  indications 
of  senility.  Treatment,  in  his  experience,  was  absolutely 
of  no  avail.  The  changes  in  Mr.  Brailey's  case  seemed 
to  extend  deeply  into  the  choroid,  judging  by  the 
di'awing.  There  appeared  to  be  a  good  deal  of  thickening 
of  the  deep  vessels  of  the  choroid,  and  the  smaller  vessels 


DESCRIPTION  OF  PLATE  III. 

Fig.  1  illustrates  the  ophthalmoscopic  appearances  of  Messrs. 
Batten  and  Holmes  Spicer's  ease  of  Congenital  Pigmentary 
Plaques  of  the  Retina  (p.  127).  (From  Drawing  by  Mr.  Holmes 
Spicer.) 

Fig.  2  illustrates  the  ophthalmoscopic  appearances  of  Mr.  T. 
Holmes  Spicer's  case  of  Retinitis  Circinata  (p.  132).  (From 
Drawing  hy  himself.) 
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seemed  to  have  disappeared  to  a  large  extent.  The  pig- 
mentation appeared  to  be  mainly  retinal,  so  that  though 
choroiditis  might  not  be  an  accurate  term  for  the  con- 
dition, it  was  undoubtedly  a  choroido-retinal  disease,  pos- 
sibly inflammatory  in  the  first  instance. 


2.    Congenital  pigmentary  plaques'*-  of  retina. 

By  Rayner  D.  Batten  and  W.  T.  Holmes  Spicer, 

(With  Plate  III,  fig.  1.) 

Alice  S — ,  ?et.  10,  had  complained  of  pain  in  her  eyes 
for  some  years. 

R.  1%  c.  +  2-5  D.  =  f . 
^-   L.  -ft,  c.  +  2-5  D.  =f. 

Towards  the  periphery  of  the  retina  there  are  grey 
patches.  In  the  right  eye  there  are  two,  one  beneath  the 
upper  and  one  beneath  the  lower  temporal  artery.  In 
the  left  eye  there  is  a  patch  beneath  the  upper  temporal 
vessels,  less  peripheral  than  the  one  in  the  right,  and  a 
similar  patch  to  the  nasal  side  of  the  optic  disc.  There 
are  also  two  smaller  pigment  spots  and  some  bright  dots. 

The  fundus,  speaking  generally,  is  moderately  pig- 
mented ;  the  retina  near  the  optic  disc  is  streaked.  All 
the  masses  of  pigment  have  certain  common  characters. 
They  are  all  almond-shaped,  with  the  pointed  end  directed 
towards  the  O.  D.  They  are  of  a  red-grey  colour, 
suggesting  a  red  background  covered  by  a  semi-trans- 
parent neutral-coloured  membrane.  The  colour  is  most 
nearly  obtained  by  covering  a  bright  red  background  with 
a  neutral-tinted  glass  (No.  2  shade).  The  depth  of  the 
colour  varies  according  to  the  directness  of  the  illumina- 
tion, i.  e.  it  appears  lighter  when  the  patches  are  looked  at 
directly  than   when   they  are  a  little  out  of  the   line  of 

*  When  shown  at  the  Ophthalmological  Society  they  were  described  as 
moles. 
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vision.  The  surface  of  the  patches  is  smooth  and  uniform, 
neither  elevated  nor  depressed.  The  retinal  vessels  course 
quite  evenly  over  them,  and  are  nowhere  obscured.  For 
the  most  part  the  plaques  themselves  are  surrounded  by- 
areas  of  somewhat  lighter  colour,  outside  which  areas  the 
retinal  pigment  itself  is  increased  in  amount,  but  is  per- 
fectly smooth  and  even,  gradually  subsiding  into  the 
normal  colour  of  the  fundus  as  it  recedes  from  the  plaque. 
The  lower  temporal  plaque  in  the  R.  E.  differs  slightly  in 
that  there  is  more  disturbance  of  the  retinal  pigment  over 
a  larger  area  near  the  apex  of  the  plaque,  with  a  deposit 
of  fresh  pigment  in  irregular  dots.  The  surface  of  this 
plaque  is  also  less  homogeneous  than  that  of  the  others. 
This  difference  appears  to  be  due  to  a  past  inflammatory 
process. 

There  are  no  symptoms  except  such  as  are  accounted 
for  by  the  hypermetropia.  No  obvious  change  has  taken 
place  in  the  patches  since  they  were  first  observed,  two 
years  ago.  The  patches  are  too  peripheral  and  the  child 
too  unsteady  to  test  for  the  presence  of  scotomata  over 
these  patches. 

As  to  the  nature  and  seat  of  these  plaques,  they  are 
almost  certainly  I'etinal,  in  spite  of  the  passage  of  the 
retinal  vessels  over  them,  because — 

(1)  The  pigment  of  which  they  are  formed  is  of  a  per- 
fectly uniform  grey  colour,  not  broken  up  by  the  vessels 
of  the  choroid. 

(2)  They  are  bounded  by  an  area  in  which  the  smooth 
retinal  pigment  has  undergone  an  increase.  Through  the 
light  transparent  area  surrounding  the  plaques  the  choroid 
can  be  seen  present ;  also  the  red  reflex  shining  through 
the  patches  is  an  indication  that  the  choroid  is  present 
beneath  them. 

(3)  Their  long  axis  pointing  towards  the  0.  D.  is  an  in- 
dication of  their  having  a  retinal  origin,  as  they  lie  in  the 
direction  of  the  retinal  elements,  the  nerve-fibres. 

(4)  Their  transparency,  as  shown  by  {a)  the  red  reflex 
shining  through,  and  {h)  the  less  dark  appearance  of  the 
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patches  when  seen  with  a  bright  direct  light  than  when 
seen  with  a  slightly  oblique  light. 

(5)  The  apparent  passage  of  the  retinal  vessels  over 
the  patches  is  consistent  with  a  transpai-ent  bluish  plaque 
in  the  retina. 

They  are  congenital  on  account  of  their  similarity  in 
shape,  their  symmetry,  and  the  evenness  of  their  surface. 

{December  14//i,  1893.) 


3.    Symmetrical  changes  at  the  macula  lutea  in  an  infant. 
By  E.  C.  KiNGDON, 

Blanche  R — ,  tet.  9  months.  At  the  macular  region  of 
each  eye,  covering  a  space  nearly  twice  the  size  of  the  optic 
papilla,  is  a  whitish-grey  patch,  somewhat  oval  in  shape 
(the  long  axis  being  horizontal),  with  softened  edges. 
The  fovea  centralis  is  conspicuous  as  a  bright  red  spot 
lying  horizontally  in  the  centre  of  the  whitish  area. 
There  is  increasing  optic  atrophy.  Vision  =  p.  1.  Pupils 
equal,  react  to  light. 

The  child  was  first  seen  when  three  months  old ;  muscular 
weakness  was  then  commencing,  but  the  fundus  oculi  was 
normal.  When  five  months  old  there  was  a  suspicious 
haze  at  each  macula.  When  eight  months  old  the  eyes 
exhibited  their  present  appearance. 

The  patient  is  a  sister  of  the  boy  whose  case  is  pub- 
lished, with  a  fuller  account  of  the  disease,  in  vol.  xii 
of  the  '  Transactions.'  Both  the  appearance  and  general 
and  ocular  symptoms  of  the  present  patient  almost  exactly 
correspond  with  those  of  the  former  case. 

A  brother  whose  birth  occurred  between  that  of  these 
two  patients  is  quite  healthy. 

{Card  specimen.     January  25th,  1894.) 

VOL.    XIV.  9 
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4.    Case  of  diabetic  ?  retinitis. 
By  W.  C.  RocKLiFPE. 

J.  R — ,  aet.  66,  fisherman,  consulted  me  March  27th, 
1894,  complaining  of  defect  of  vision  ;  stating  that  until 
three  years  ago  his  sight  was  perfectly  good,  but  since 
then  it  had  steadily  failed  for  both  near  and  distant 
objects,  and  during  the  last  eight  months  he  had  been 
unable  to  read.      No  pain  or  other  ocular  trouble. 

V.  =  counts  fingers  at  2  feet  6  inches  in  each  eye. 
Pupils  natural.  T.  n.,  projection  good.  The  fundus 
being  clear,  I  diagnosed  albuminuric  retinitis  with 
incipient  cortical  cataract,  and  finding  his  health  had 
been  for  some  time  failing,  without  examining  his  urine, 
I  transferred  him  for  medical  treatment  to  Dr.  Frank 
Nicholson,  who  reported — 

March  27th,  1894.— Weight  13  st.  11^  lbs.  Urine,  sp. 
gr.  1032,  traces  of  albumen ;   considerable  sugar. 

April  6th.— Weight  13  st.  8^  lbs.  Urine,  sp.  gr.  1045, 
no  albumen  ;  sugar,  37  gr.  to  3j- 

25th.— Weight  13  st.  8  lbs.  Urine,  sp.  gr.  1045,  no 
albumen  ;   sugar,  32  gr.  to  jj- 

From  the  not  very  high  specific  gravity,  and  the  fact  of 
my  having  sent  him  the  case  as  one  of  albuminuric 
retinitis,  he  at  first  looked  upon  it  as  granular  kidney, 
but  with  the  symptoms  present  on  the  second  visit  sug- 
gested diabetes,  adding,  "  There  is  no  hypertrophy  of 
left  ventricle,  thickening  of  arteries,  increased  vascular 
tension,  or  casts. '^ 

On  further  inquiry  I  found  for  the  last  fourteen  years 
he  had  been  almost  constantly  under  medical  treatment, 
with  increasing  debility,  loss  of  weight,  dry  skin,  great 
thirst,  pains  in  the  loins,  and  passing  large  quantities  of 
urine,  and  so  far  back  as  1884  he  had  been  treated  for 
diabetes. 
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The  appearance  of  the  fundi  much  resembled  albumi- 
nuric retinitis. 

Right  eye. — Considerable  number  of  small  round 
haemorrhages  scattered  throughout  the  fundus^  more  espe- 
cially in  connection  with  the  small  arteries,  one  some- 
what larger  to  the  inner  side  of  O.  D.  Also  irregular- 
shaped  white  patches,  chiefly  in  the  y.  s.  region,  and 
situated  behind  the  vessels. 

Left  eye. — The  same,  but  haemorrhages  are  moi'e 
numerous ;  one  of  a  more  recent  and  larger  character 
below  and  to  outer  side  of  0.  D.  The  white  patches  are 
also  more  extensive  and  numerous,  especially  in  left 
horizontal  meridian. 

The  retinal  veins  are  full  and  pulsatile,  especially  the 
right  eye.  ?  Neuritis.  No  atrophy  of  0.  D.  or  opacity 
of  vitreous. 

{Card  specimen.     May  Srd,  1894.) 

Mr.  RocKLiPFE  said  he  considered  this  to  be  a  case  of 
diabetic  retinitis  for  the  following  reasons  : — 1.  The  pre- 
sence of  general  symp)toms  and  no  albumen.  2.  The  white 
patches  are  not  grouped  in  the  typical  stellate  shape 
round  the  yellow  spot,  being  of  a  less  glistening  colour  and 
less  circular  form  to  those  usually  found  in  albuminuric 
retinitis.  3.  The  peculiar  numeroiis  small  circular  haemor- 
rhages exactly  correspond  with  the  late  Dr.  James  Ander- 
son's description  {vide  '  Ophth.  Rev.,'  vol.  viii),  and  also 
with  that  of  Dr.  Stephen  Mackenzie  and  Mr.  Nettleship's 
report  (' R.  L.  0.  H.  Rep.,'  vol.  ix). 
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5.    Case  of  retinitis  circinata. 

By  W,  T.  Holmes  Spicer. 

(Witli  Plate  III,  fig.  2.) 

Harriet  W — ,  set.  73,  came  to  the  Metropolitan  Hos- 
pital as  out-patient  in  Marcli  of  this  year.  She  took  to 
glasses  at  the  age  of  forty.  Her  sight  remained  good  till 
about  four  years  ago ;  since  then  she  has  changed  her 
glasses,  and  constantly  used  larger  and  larger  print. 
For  some  months  she  has  thought  every  place  dark,  and 
that  winter  was  very  long,  as  she  could  not  see.  Vision 
got  much  worse  at  the  end  of  March,  since  which  time 
she  has  been  unable  to  read  or  work. 

She  had  jaundice  three  years  ago ;  her  feet  swell  after 
standing  for  any  time,  and  she  has  eczema  of  her  legs 
occasionally.  She  has  had  no  rheumatism  nor  gout. 
Family  history  of  phthisis  on  mother's  side.  She  has 
always  been  delicate,  but  has  never  had  any  illness  except 
the  jaundice.  No  history  of  syphilis. 
T?   _6_  (,    -I-  4  n   —  _6_ 

L.  Fingers  at  50  cm.  Eefraction  estimated  by  the 
direct  method  +  4  D. 

Urine  1015,  acid,  no  albumen,  no  sugar.  Urine  exa- 
mined on  three  occasions,  and  found  free  from  albumen  and 
sugar. 

Heart  and  chest  normal. 

Ophth.,  right  eye  :  several  retinal  hsemorrages,  some 
small  and  flame-shaped,  others  larger  and  circular, 
chiefly  in  the  region  of  the  upper  temporal  vein  ;  there 
are  other  haemorrhages  in  the  central  region  of  the  eye. 
No  white  patches  seen  anywhere. 

Left  eye  :  the  optic  disc  and  vessels  are  normal.  The 
retina  in  the  macular  region  is  grey  and  opaque,  and  its 
details  obscured,  but  it  can  be  seen  that  the  retinal  vessels 
pass  completely  over  the  opacity,  and  are  nowhere  covered 
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by  it.  There  are  some  darker  areas  in  it,  possibly  the 
remains  of  previous  haemorrhages,  and  some  definite  pig- 
mented spots.  Around  the  macular  region,  but  not  com- 
pletely separated  from  it  by  healthy  retina,  is  a  zone  of 
white  spots  of  different  sizes  ;  it  is  not  a  complete  zone, 
but  is  broken  in  places  ;  it  is  in  the  shape  of  an  ellipse, 
with  its  long  axis  horizontal.  The  spots  vary  in  size  from 
the  diameter  of  a  retinal  vessel  to  about  three  times  the 
diameter  of  the  O.  D.,  but  the  larger  spots  appear  to  be 
made  up  of  a  number  of  confluent  smaller  ones.  The 
largest  spot  is  roughly  crescentic  in  shape,  and  is  situated 
to  the  temporal  side  of  the  disc ;  its  surface  is  covered 
with  a  more  or  less  regular  arrangement  of  dark  red 
dots,  giving  the  surface  of  the  patch  very  much  the 
appearance  of  a  section  of  bone  with  Haversian  canals. 
The  next  largest  spot  is  above  the  macula,  and  each  of 
these  larger  spots  is  surrounded  in  places  with  small 
secondary  spots  which  have  not  yet  coalesced  with  the 
larger  one.  Other  spots  are  grouped  in  almost  a  con- 
tinuous line  along  the  lower  side  of  the  macula.  The 
main  arrangement  is  the  one  just  described,  but  there 
are  a  few  outlying  white  spots  of  the  same  nature,  some 
beneath  the  inferior  temporal  vessels,  and  some  to  the 
nasal  side  of  the  0.  D.  In  every  case  the  retinal  vessels 
are  entirely  superficial  to  the  white  spots.  There  are  no 
distinct  hsemorrhages  to  be  seen  anywhere,  and  the 
peripheral  parts  of  the  retina  appear  to  be  healthy. 
The  patient  has  been  watched  for  three  months,  and  no 
hsemorrhages  have  been  seen  during  the  time  in  this  eye  ; 
neither  has  there  been  any  certain  change  in  the  arrange- 
ment of  the  white  areas. 

This  case  belongs  to  a  class  first  described  by  Fuchs  in 
V.  Graefe's  '  Archiv,'  xxxix,  iii,  p.  229.  The  name 
retinitis  circinata  was  used  because  of  the  concentric 
arrangement  of  the  white  flakes  around  the  macula. 
The  cause  of  the  peculiar  appearance  is  discussed  in  the 
paper  by  Fuchs,  who  considers  that  the  white  flakes  are 
probably  due   to   a  fibrinous    exudation    into   the    retina 
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similar  to  that  described  microscopically  by  Iwanoff.  De 
Wecker  has  since  maintained  that  retinitis  circinata  is 
only  another  form  of  hsemorrbagic  retinitis  ('  Archiv 
d'Ophtal./  Jan.,  1894).  In  this  case  no  haemorrhages 
have  been  seen  in  this  eye  during  the  time  the  patient 
has  been  under  observation,  but  the  other  eye  has  been 
the  seat  of  abundant  haemorrhages  of  the  smaller  type. 
In  spite  of  the  abundant  heBmorrhages  in  the  other  eye, 
there  is  no  trace  whatever  of  any  white  formation  in  the 
perimacular  region  or  elsewhere.  At  present  it  is 
impossible  to  be  sure  of  the  nature  of  this  rare  kind  of 
retinal  affection  ;  it  is  certainly  a  degeneration,  but 
whether  of  an  old  blood  effusion  or  not  cannot  be 
determined. 

{Card  specimen.     June  IMli,  1894.) 
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IX.    DISEASES   OF  THE   LENS. 

1.  Case  presenting  unusual  appearances  after  extraction  of 
cataract;  simulating  a  cyst,  really  due  to  a  distended 
capsule. 

By  Simeon  Snell. 

On  April  7th,  1879,  I  extracted  a  cataract  from  the 
left  eye  of  Mrs.  F — .  I  find  the  following  note  was 
entered  in  the  Operating  Book  : 

"  Sarah  F — ,  get.  39.  Shallow  lower  flap  ;  lens  re- 
moved with  vectis  ;  little  escape  of  vitreous.  July  1st ; 
V.  +  9  D.  =  f ;   reads  J.  1  easily  with  +  16  D." 

Nothing  that  I  remember  was  seen  of  this  patient 
until  April  of  this  year  (1893).  She  then  stated  that 
vision  had  remained  very  good  up  to  about  six  or  seven 
years  ago,  she  cannot  be  certain  as  to  the  exact  time, 
when  she  noticed  a  small  white  body  at  the  lower  part  of 
the  pupil  of  the  left  eye.  This  has,  she  thinks,  slowly 
increased  in  size.  It  should  be  mentioned  that  during 
this  time  cataract  was  developing  in  the  right  eye.  She 
was  admitted  into  the  infirmary.  There  was  now  found 
a  pear-shaped,  greyish-white  body  in  the  anterior  chamber, 
looking  very  much  like  a  cyst.  It  was  attached  to  the 
iris  by  a  filamentous  slender  band  at  the  lower  and  back 
part,  and  to  the  outer  side  of  the  eye.  It  was  freely 
moveable.  A  change  in  posture  of  the  patient  or  rapid 
movement  of  the  head  was  observed  to  make  the  cyst-like 
body  alter  its  position  a  little.  It  also  frequently  dis- 
appeared almost  altogether  behind  the  iris.      Thus,  while 
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visible  one  day,  at  a  subsequent  visit  it  might  not  be 
seen,  or  only  a  small  portion  of  it  projecting  into  tbe  pu- 
pillary space.  The  thicker  end  was  the  free  one.  Its 
general  position  in  the  anterior  chamber  was  somewhat 
oblique,  the  upper  end  being  slightly  directed  inwards. 
Its  length  would  correspond  to  something  more  than  half 
that  of  the  cornea.  When  present  in  the  anterior  cham- 
ber, as  it  usually  was,  it  was  a  great  hindrance  to  vision. 

On  July  24th  a  small  incision  was  made  in  the  cornea 
towards  its  periphery,  below  and  somewhat  outwards,  and 
the  cyst  was  readily  removed  with  iris  forceps  entirely, 
though  it  ruptured.  Its  attachment  to  the  iris,  if  any,  must 
have  been  very  slender,  as  it  occasioned  no  difficulty  in 
the  removal  of  the  cyst-like  body,  and  there  was  no 
interference  with  the  pupil. 

It   should  have  been  mentioned  that   the  pupil  before 

this   last   operation  was    quite   free   except   at   a  slender 

point  to  the  inner  part  of   the  original  cataract  section, 

where  the   iris  was   very   slightly  attached  to  the  inner 

part,  and  not  caught  in  the  wound.      The  result  for  vision 

was  excellent.      V.  +  9  D.  cz:   +  1"75  cyl.  axis  horizontal 
—  6 

~    6- 

Mr.  Treacher  Collins  very  kindly  examined  the  speci- 
men for  me,  and  though  it  does  not  turn  out  to  be  a 
true  cyst,  as  its  appearance  suggested,  it  is  nevertheless 
not  devoid  of  interest.      I  append  Mr.  Collins'  report. 

"  Specimen  presenting  the  appearances  of  a  small 
collapsed  cyst  was  received  from  Mr.  Snell  in  Fleming's 
hardening  solution.  It  was  stained  as  a  whole  with  borax 
carmine,  and  after  being  embedded  in  paraffin,  sections 
were  cut. 

"  Microscopical  examination  shows  it  to  consist  exter- 
nally of  a  hyaline  membrane,  which  is  much  convoluted, 
and  considerably  thicker  on  one  side  than  the  other.  It 
resembles  exactly  the  capsule  of  the  lens,  the  thicker  side 
being  probably  the  anterior  portion  and  the  thinner 
the  posterior.  No  cells  can  be  seen  lining  it.  Enclosed 
within  the  cavity  bounded  by  this  hyaline  membrane,  but 
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by  no  means  filling  it,  is  a  quantity  of  irregular  granular 
and  in  places  somewhat  laminated  substance,  like  breaking- 
down  lens  matter. — E.  Treacher  Collins." 

{October  19th,  1893.) 


2.  Dislocation  of  lens. 
By  Kenneth  Scott. 


This  patient  was  a  Cairene,  40  years  old,  who  came 
under  observation  on  June  12th,  1893,  complaining  of 
diminution  in  the  visual  acuity  of  his  left  eye,  whicb  had 
been  going  on  for  twelve  years. 

He  had  been  kicked  on  the  left  eye  by  a  donkey  twelve 
years  previously,  and  according  to  his  own  account  he 
was  laid  up  for  six  days  before  recovering^  and  then  found 
his  vision  was  much  impaired  with  that  eye.  This 
condition  has  steadily  been  getting  worse  until  July,  1892, 
when  it  had  become  stationary. 

On  examination,  his  right  eye  was  found  to  be  abso- 
lutely normal,  but  in  the  left  there  was  lachrymation, 
together  wuth  a  very  slight  degree  of  pericorneal  injection 
and  irritation  towards  the  outer  side  of  the  cornea.  The 
anterior  chamber  was  present,  the  iris  was  fully  dilated, 
but  did  not  react  either  to  light  or  accommodation  ;  its 
structure  seemed  to  be  degenerated,  its  colour  had  become 
altered  from  a  dark  brown  to  a  bluish  grey.  Immediately 
behind  the  iris  the  lens  was  seen  turned  on  its  vertical  axis, 
so  that  its  edge  presented  forwards,  and  its  former  anterior 
surface  faced  towards  the  outer  side.  It  was  quite  immobile 
in  this  position,  and  there  was  no  iridodesis.  The  tension 
of  the  globe  was  normal,  and  its  vision  enabled  him  to 
count  fingers  at  the  distance  of  4  metres ;  he  had  no  pain 
or  discomfort  from  it.      No  details  of  the  fundus  could  be 
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seen,  owing  to  the   cloudy  condition  of  the   media.      His 
field  of  vision  was  not  contracted. 
The  patient  declined  all  treatment. 

{November  9th,  1893.) 


3.  Peculiar  cataracts  of  lamellar  type. 
By  J.  B.  Lawford. 

William  H.  G — ,  set.  23,  labourer. 

Family  history. — Mother  died  when  patient  was  aged 
three  ;  she  is  reported  to  have  had  defective  sight.  Father 
alive  ;  good  sight.  One  sister  ;  good  sight.  One  brother, 
aged  thirty-five,  said  to  have  defective  sight,  but  is  able 
to  do  clerk^s  work. 

Patient  was  formerly  at  sea ;  now  works  in  docks. 
Teeth  :   enamel  bad,  surface  rugged.      Has  not  had  fits. 

V.   f  •  6  0'       f  .^-  6  0-        ^  14.  J.  at  17  cm. 
-L.  -^,  not  improved.  ) 

The  condition  of  the  crystalline  lenses  is  unusual,  and 
shows  (in  the  left  especially)  an  imperfect  shell  of  opacity 
of  large  size,  enclosing  a  small  dotted  cystic-looking 
central  opacity.  A  nari'ow  rim  of  clear  lens  substance 
can  be  seen  beyond  the  margin  of  the  outer  opacity. 

Fundus  in  each  eye  appears  healthy,  but  is  imperfectly 
seen. 

[Card  specimen.      January  2bth,  1894.) 


4.   Two  specimens  shelving  moulding  of  the  lens  in  glaucoma. 

By  N.  C.  Ridley. 

a.  Lower  half  of  left  eye  removed  by  Mr.   Lang,  in 
January,    1894,    from    a    man    a;t.    64.       It    had    been 
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blind  for  seven  years,  which  the  patient  only  discovered 
accidentally.  No  history  of  injury  except  a  blow  on  the 
back  of  the  head  twenty-seven  years  previously. 

On  examination. — T.  increased.  Anterior  chamber  very 
shallow,  angles  blocked.  Iris  much  shrunken,  so  that  the 
pupil  appears  widely  dilated;  marked  ectropion  of  uveal  pig- 
ment. Lens  dislocated,  calcareous,  and  very  mobile.  Cap- 
sule entire.  On  its  anterior  surface  is  a  crescentic  groove 
not  quite  forming  a  complete  circle.  The  circle  if  complete 
would  be  considerably  smaller  than  the  present  size  of  the 
pupil. 

B.  Upper  half  of  right  eye  of  a  man  set.  31,  removed 
by  Mr.  Silcock  in  April,  1894.  Injured  twenty  years 
before  by  a  blow  from  a  tipcat.  Has  been  blind  since. 
Five  days  before  removal  patient  was  kicked  in  the  same 
eye.      Lens  has  been  opaque  eleven  years. 

On  examination. — T.  increased.  Anterior  chamber 
shallow,  angles  blocked.  Iris  much  shrunken,  marked 
ectropion  of  uveal  pigment.  Lens  opaque,  displaced  much 
upwards  and  forwards,  but  suspensory  ligament  intact 
laterally.  Anterior  surface  has  a  projecting  portion, 
having  a  circular  outline. 

In  both  specimens  the  retina  is  detached  from  the 
optic  disc  to  the  ora  serrata,  and  this  is  evidently  of  long 
standing.  The  hexagonal  pigment  layer  is  atrophied, 
and  the  optic  disc  cupped.  In  the  lens  which  has  been 
cut  the  fibres  are  swollen  and  their  outline  lost. 

1st.  Was  the  moulding  due  to  pressure  from  behind, 
in  the  early  stage  of  the  affection,  against  the  margin  of 
the  iris,  which  at  that  time  had  not  shrunk,  the  lens  itself, 
owing  to  its  dislocation,  being  swollen  and  softened  ? 
or,  in  B,  has  there  been  a  rupture  of  the  capsule,  and 
simply  a  local  swelling  and  protrusion  ?  I  think  the 
central  position  and  the  regular  circular  outline  of  the 
protrusion  are  against  the  latter  view,  though,  owing  to 
imperfect  cutting,  the  sections  showed  no  capsule  in  front. 
Again,  in  a  the  capsule  is  apparently  entire. 

2nd.  Does   a  moulding  of  the  lens  occur   in   ordinary 
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cases  of  primary  glaucoma  where  the  lens  is  not  dis- 
located ?  If  so,  it  would  not  be  strange  that  that  body 
is  frequently  wounded  in  performing  iridectomy  in  this 
disease  ;  and  if  the  operation  were  without  accident,  the 
subsequent  vision  would  be  imperfect  owing  to  the  altered 
shape  of  the  refracting  surface.  I  have  not,  however, 
hitherto  observed  anything  of  the  kind  in  ordinary 
cases. 

I  consider  the  sequence  of  events,  then,  in  these  two 
cases  to  have  been — 

1.  Dislocation  or  displacement  of  lens. 

2.  Swelling  and  softening  of  lens. 

3.  Glaucoma  from  diminution  of  the  circumlental  space. 

4.  Moulding  of  softened  lens,  and  later  atrophy  of  iris 
and  ciliary  processes  from  pressure,  thus  opening  up  the 
original  obstruction,  but  the  tension  being  kept  up  by 
the  blocking  of  the  angles  of  the  anterior  chamber  which 
has  in  the  meantime  taken  place. 

{Card  specimen.      June  I4th,  1894.) 
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X.  INTRA-OCULAR    GROWTHS. 

1.   Two  cases,  brother  and  sister,  with  peculiar  vascular  neiu 
groicth,  probably  primarily  retinal,  affecting  both  eyes. 

By  E.  Treacher  Collins, 

(With  Plate  IV.) 

In  vol.  sii  of  the  '  Transactions '  of  this  Society  is 
published  a  coloured  drawing  of  the  fundus  of  the  right 
eye  of  a  patient  of  Mr.  Tvveedy's,  showing  very  peculiar 
enlargement  of  some  of  the  retinal  blood-vessels.  In  this 
patient's  left  eye  the  retina  was  completely  detached,  and 
he,  subsequently  to  being  shown  at  the  Society,  developed 
glaucoma  in  it.  The  eye  became  very  painful,  and,  being 
quite  blind,  was  excised.  I  am  now  able  to  give  a 
report  of  the  pathological  condition  found  in  it.  Addi- 
tional interest  attaches  to  the  case  from  the  fact  that  the 
patient's  elder  sister  came  under  the  care  of  Mr.  Morton 
in  August  of  last  year  with  both  her  eyes  blind,  ex- 
ceedingly staphylomatous,  and  painful,  there  being  no 
history  of  inflammation,  injury,  or  other  cause  which 
would  account  for  the  condition.  They  were  both  excised. 
I  will  now  narrate  the  details  of  these  two  cases,  and  the 
pathological  examination  of  the  eyeballs  in  full. 

Case  1. — John  M — ,  a  wheelwright,  ast.  20,  was 
admitted  to  the  Moorfields  Hospital  under  the  care  of 
Mr.  Tweedy  on  September  29th,  1891.  He  complained 
that  the  sight  of  his  left  eye  had  been  failing  for  a  month, 
and  that  of  the  right  for  a  fortnight.  He  first  noticed 
the  defect  in  his  left  eye  after  an  injury  to  it  from  a  piece 
of  wood.  He  could  only  distinguish  light  from  dark  with 
it,  and   the  retina  was  found  to  be  extensively  detached. 
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with  ha3morrhages  in  it.  With  his  right  eye  he  could  read 
■^,  his  field  of  vision  was  full  except  at  the  lower  part, 
and  T.  n.  Ophthalmoscopic  examination  showed  immense 
dilatation  of  some  of  the  retinal  vessels,  probably  the  veins, 
and  detachment  of  the  retina  on  the  outer  side.  He  was 
kept  in  the  hospital  until  April  7th,  1892.  During  this 
time  perception  of  light  was  lost  in  his  left  eye,  while  the 
vision  of  the  right  fell  to  hand  movement,  the  field 
becoming  more  contracted.  The  condition  of  the  retinal 
blood-vessels  and  optic  disc  remained  the  same,  but  the 
retina  became  covered  with  numerous  white  dots.  A 
water-colour  drawing  was  made  of  the  condition  of  his 
right  fundus  at  this  time,  and  was  exhibited  to  this 
Society  by  Dr.  D.  J.  Wood  ;  it  is  reproduced  in  vol.  xii 
of  the  '  Transactions.' 

He  was  readmitted  on  September  12th,  1892;  the 
sight  of  his  right  eye  had  become  reduced  to  perception 
of  light  only.  T.  n.,  the  anterior  chamber  was  very 
shallow,  and  there  were  new  vessels  visible  on  the  sui'face 
of  the  iris.  His  left  eye  had  since  September  7th  become 
very  painful,  especially  at  nights.  There  was  considerable 
general  injection  ;  the  anterior  chamber  was  shallow  ; 
new  vessels  on  the  surface  of  the  iris  were  more  abundant 
than  in  the  right.  The  irides  of  the  two  eyes  now 
differed  in  colour  :  the  right  was  brown ;  in  the  left  most 
of  the  brown  pigment,  except  close  to  the  pupil,  had 
disappeared,  and  it  presented  a  dull  greyish  hue  and 
more  homogeneous  surface  than  the  right.  The  tension  of 
the  left  was  +   2  ;   it  was  very  tender,  and  quite  blind. 

The  patient's  general  health  has  always  been  good. 
He  is  seventh  of  a  family  of  eight ;  his  mother  is  living, 
he  thinks  his  father  died  of  consumption.  His  sister 
Julia  (Case  2)  is  the  only  member  of  his  family  he 
knows  of  who  has  had  any  affection  of  the  eyes.  His 
left  eye  was  excised  on  September  13th,  1892. 

A  few  days  after  leaving  the  hospital  he  contracted 
diphthei'ia,  and  was  admitted  to  the  North-Western  Fever 
Hospital,    Haverstock    Hill.       Dr.    Gayton,   the    Medical 


DESCEIPTION  OF  PLATE  TV, 

Illustrating  Mr.  Treacher  Collins' s  paper   on   Peculiar  Vas- 
cular New  Growth  of  the  Eetina  (p.  141). 

Figs.  1  and  2  show  the  microscopical  appearances  of  the  ^rowth  in  the 
rig-ht  eye  of  Case  2.     Fig.  1  under  a  low  power,  Fig.  2  under  a  high  one. 
V.G.  Vascular  growtli. 
Ch.  Choroid. 

B.  Bone  on  inner  surface  of  choroid. 
C.V.  Capillary  blood-vessel. 

C.  Large  cells  with    their  protoplasm   marked    out  in  a   honeycomb 

fashion. 

FlO-.  3  shows  the  macroscopical  appearances  of  the  left  eye  on  section  in 
Case  2. 

CO.  Points  to  the  position  of  the  cornea. 
B.C.  Blood  clot. 
O.N.  Optic  nerve. 


Trcms.  Ophih.  Soc.Vol.XIV.  PI.  IV. 


Ch. 


7^^ 


^ 


F161. 


V.&. 


c     cv. 


E.C    ■  '^^ 


F16.3. 


F16.2. 


Lewin.del. 


Daiuelsson&Co.sculp. 


PECULIAR    VASCULAR    NEW    GROWTH.  143 

Superintendent,  has  kindly  furnished  me  with  the  follow- 
ing particulars.  He  was  admitted  on  September  17th 
with  scattered  patches  of  diphtheritic  exudation  on  both 
tonsils  and  free  edge  of  soft  palate.  On  the  19th  the 
fauces  were  much  cleaner.  On  the  20th  his  right  eye 
was  very  much  inflamed,  and  he  complained  of  much 
throbbing  pain  in  it.  The  pain  increased,  and  he  was 
unable  to  obtain  any  sleep,  so  on  the  28th  chloroform  was 
administered  for  the  purpose  of  excising  it ;  his  pulse, 
however,  ceased,  and  his  respiration  became  very  shallow. 
The  operation  was  therefore  postponed  until  October  1st, 
when  he  was  placed  under  ether,  and  the  eye  was 
excised ;  unfortunately  no  note  of  its  pathological  condi- 
tion was  preserved.  Since  then  up  to  the  present  time 
his  health  has  been  quite  good,  and  the  sockets  of  the 
eyes  have  remained  well. 

Pathological  examination. — The  eyeball  measures  24"5 
mm.antero-posteriorly,  laterally,  and  vertically.  The  cornea 
is  clear;  it  measures  11  mm.  vertically,  12*25  mm.  laterally. 
The  anterior  chamber  is  shallow,  and  its  angle  is  nar- 
rowed by  the  contact  of  a  large  portion  of  the  periphery 
of  the  iris  with  the  cornea.  There  is  some  ectropion  of 
the  uveal  pigment  at  the  pupillary  border  of  the  iris. 
The  lens  is  clear;  it  measures  9  mm.  laterally  and  6  mm. 
antero-posteriorly.  The  retina  is  detached  from  the 
optic  disc  up  to  the  ora  serrata,  except  at  the  equator  of 
the  lower  part  of  the  inner  half,  where  it  has  a  broad 
adhesion  to  the  choroid.  At  the  seat  of  section  the 
retina  seems  to  lie  directly  in  contact  with  the  posterior 
surface  of  the  lens.  In  the  subretinal  fluid  is  a  large 
quantity  of  cholesterine  crystals,  also  some  granular 
pigmented  substance  which  lies  chiefly  on  the  outer 
surface  of  the  detached  retina ;  some  patches  of  it  are 
also  situated  on  the  inner  surface  of  the  choroid. 

Microscopical  appearances. — The  sphincter  muscle  of 
the  iris  is  tilted  up  at  its  pupillary  border  together  with 
the  uveal  pigment.  The  ciliary  processes  and  ciliary 
muscle  are  both  very  much  atrophied.      The  choroid  is 
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thin  and  deeply  pigmented ;  its  blood-vessels  are  for  the 
most  part  empty,  their  walls  are  not  thickened.  The 
uveal  pigment  can  only  be  seen  in  patches  here  and 
there  on  the  inner  surface  of  the  choroid  ;  its  cells  have 
undergone  extensive  fatt}'  degeneration  and  proliferation 
in  the  subretinal  fluid  ;  the  granular  pigmented  substance 
described  as  adherent  to  the  outer  surface  of  the  detached 
retina  is  composed  of  them.  At  the  place  where  the 
retina  is  adherent  to  the  choroid  there  is  on  the  inner 
surface  of  the  latter  some  hyaline  tissue,  with  pigment 
cells  irregularly  arranged  in  it ;  in  places  this  tissue  shows 
a  tendency  to  lamination.  The  retina  everywhere  shows 
extensive  changes,  there  is  considerable  spacing  out  of  its 
tissue ;  where  this  is  most  marked  it  is  much  thickened. 
Shrunken  remnants  of  the  rods  and  cones  are  alone 
discernible  ;  the  two  granular  layers  are  in  parts  hardly 
differentiated  ;  uveal  pigment  is  seen  in  the  substance  of 
the  retina.  The  retinal  blood-vessels  are  enormously 
dilated,  especially  those  in  the  lower  part.  It  is  exceed- 
ingly difficult  to  distinguish  the  arteries  from  veins,  the 
walls  of  some  of  the  vessels  are  much  thickened.  In 
that  pai't  of  the  retina  which  is  adherent  to  the  choroid 
there  is  a  close  plexus  of  small  blood-vessels,  as  in  a 
capillary  usevus.  One  of  the  central  blood-vessels  in  the 
optic  nerve  is  very  dilated,  the  other  is  small  ;  I  think 
the  former  is  the  vein. 

Case  2. — Julia  M — ,  set.  26,  was  admitted  to  the  Moor- 
fields  Hospital  under  the  care  of  Mr.  Morton  on  August 
11th,  1892.  She  stated  that  she  was  able  to  see  quite 
well  with  both  eyes  until  she  was  about  ten  or  eleven 
years  old  ;  then  the  sight  in  both  gradualh'  failed,  and  b}^ 
the  time  she  was  twelve  she  had  become  quite  blind. 
She  had  had  no  inflammation  of  the  eyes,  either  before 
or  at  the  time  of  the  failure  of  sight.  No  history  of 
ophthalmia  neonatorum  could  be  obtained.  During  the  last 
twelve  months  the  eyes  had  begun  to  swell,  and  for  the 
first  time  had  become  painful. 
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When  eight  years  old  she  was  run  over  by  a  cart,  the 
wheel  passing  from  her  left  leg  to  her  right  shoulder  ;  there 
was  no  direct  injury  of  either  eye. 

Patient  is  the  fifth  of  a  family  of  eight,  three  of  whom 
are  girls  and  five  boys ;  one  younger  brother  has  his 
eyes  affected  (Case  1). 

Both  eyes  were  acutely  tender,  so  that  it  was  impos- 
sible even  to  raise  the  lids  to  obtain  a  good  view  of  them. 
Both  were  enormously  enlarged,  the  cornege  being  opaque 
and  the  scleras  discoloured.  On  the  right  there  was  a 
projection  from  the  side,  about  the  size  of  a  blackberry, 
occupying  the  outer  canthus.  The  blood-vessels  around 
this  projection  were  much  enlarged.  The  anterior  portion 
of  the  left  eye  was  somewhat  conical  in  shape,  the  apex 
of  the  cone  being  very  vascular.  She  had  no  perception 
of  light  with  either  eye.  The  day  following  her  admission 
they  were  both  excised  ;  a  good  deal  of  haemorrhage 
followed,  which  was  arrested  by  the  application  of  ice  and 
pressure.  Since  that  time  up  to  the  present  her  health  has 
been  good,  and  the  sockets  of  the  eyes  have  remained  well. 

PatJiological  examination  of  the  right  eyeball. — It  is 
much  enlarged  and  altered  in  shape  ;  antero-posteriorly  it 
measures  35  mm.  The  parts  behind  the  line  of  insertion 
of  the  recti  muscles  are  of  normal  size  and  shape  ;  it  is 
those  in  front  of  it  that  are  so  extremely  staphylomatous. 
The  limits  of  the  cornea  cannot  be  defined,  it  is  entirely 
opaque.  At  the  outer  and  lower  part  of  the  anterior 
surface  of  the  globe  is  a  small  knob-like  protuberance, 
which  on  section  is  found  to  be  hollow  ;  it  projects  11  mm. 
above  the  rest  of  the  surface,  and  has  a  base  measuring 
10  mm.  across.  On  the  inner  surface  of  the  choroid  pos- 
teriorly is  a  large  cup  of  bone.  The  whole  of  the  interior 
of  the  globe  is  occupied  by  one  large  cavity,  from  which 
a  thin  fluid  escaped  when  it  was  opened.  The  walls  of 
this  cavity  have  a  smooth  surface ;  to  a  great  extent 
it  is  bounded  by  bone.  In  the  outer  half  of  the 
eye  is  a  large  prominent  yellow-coloured  mass.  In  the 
inner  half  patches  of  fairly  normal-looking  choroid  can  be 
VOL.  XIV.  10 
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seen.  No  lens,  ciliary  body,  iris,  or  retina  are  distin- 
guishable macroscopically.  Microscopical  examination  of 
sections  through  the  yellow  mass  in  the  outer  half  of  the 
globe  show  it  to  consist  of  numerous  branching  small 
capillary  vessels,  the  walls  of  which  are  mostly  one  cell 
thick  ;  amongst  them  are  a  few  larger  vessels  with  thicker 
walls  (Plate  IV,  fig.  1).  Red  blood-corpuscles  are  seen 
in  the  interior  of  some  of  the  vessels,  and  also  in  the 
tissue  between  them.  The  interspaces  between  the  blood- 
vessels are  filled  to  a  great  extent  by  cells  having  very 
large  nuclei,  much  larger  tban  those  in  the  cells  forming 
the  vessel  walls.  The  protoplasm  of  these  cells  is  mapped 
out  in  a  sort  of  honeycomb  fashion  by  a  delicate  network 
of  fibres,  all  of  which  seem  to  start  from  the  nucleus 
(Plate  IV,  fig.  2).  On  the  surface  of  the  mass  towards 
the  interior  of  the  eye  is  tissue  of  a  variable  thickness, 
composed  of  laminated  spindle-shaped  cells.  On  its  outer 
surface,  between  it  and  the  elastic  lamina  of  the  choroid, 
are  some  layers  of  dense  fibrous  tissue,  with  uveal  pig- 
ment irregularly  placed  between  them.  In  some  parts  in 
this  fibrous  tissue  are  trabeculge  of  true  bone. 

Sections  of  the  optic  nerve  cut  longitudinally  show  con- 
siderable increase  of  fibrous  tissue  in  it,  and  extreme 
atrophy  of  its  nerve-fibres.  One  of  the  central  vessels,  I 
think  the  vein,  is  much  enlarged,  its  walls  being  immensely 
thickened  by  long  spindle-shaped  cells. 

Pathological  examination  of  the  left  eyeball. — The  left 
eyeball,  like  the  right,  is  much  altered  in  size  and  shape, 
and  in  it  the  chief  alteration  has  occurred  anterior  to  the 
line  of  insertion  of  the  recti  muscles  (Plate  IV,  fig.  3).  It 
measures  antero-posteriorly  36*5  mm.  The  anterior  por- 
tions of  the  staphylomatous  part  are  densely  white.  lu 
the  interior  of  the  globe  is  a  large  cavity,  with  appa- 
rently a  very  definite  smooth  lining,  and  containing  what 
appears  to  be  partially  decolourised  blood-clot.  A  very 
extensive  cup  of  bone  forms  an  outer  wall  to  the  greater 
part  of  this  cavity.  In  the  anterior  part  of  the  eye  is  a 
large   mass   of  greyish  tissue,   with   yellow    patches   and 
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small  spaces  iu  it.      No  lens,  iris,  ciliary  body,  or   retina 
can  be  recognised  macroscopically. 

Microscopical  appearances. — The  laminated  epithelium 
on  tlie  anterior  surface  of  the  cornea  presents  its  normal 
characters  ;  here  and  there  beneath  it  portions  of 
Bowman's  membrane  can  be  seen.  The  anterior  layers 
of  the  fibrous  tissue  of  the  cornea  have  coursing  between 
them  numerous  blood-vessels  of  various  sizes,  some  of  them 
very  large.  The  deeper  layers  are  invaded  by  a  new  growth 
composed  of  a  plexus  of  thin-walled  capillary  vessels 
This  new  growth  presents  precisely  similar  characters  to 
those  which  have  been  described  in  the  yellow  mass  seen  in 
the  outer  half  of  the  right  eye  (Plate  IV,  figs.  1  and  2).  No 
trace  of  Descemet's  membrane  is  distinguishable,  nor  can 
the  lens,  lens  capsule,  suspensory  ligament,  or  iris  be  made 
out.  The  new  growth  not  only  invades  the  deep  layers 
of  the  cornea,  but  also  forms  a  considerable  mass  at  the 
front  of  the  globe.  In  parts  its  structure  is  looser  in 
texture  than  others,  the  blood-vessels  having  larger  spaces 
between  them.  The  outline  of  the  ciliary  processes  can 
be  seen  on  each  side  of  the  section  ;  the  uveal  pigment 
lining  them  is  much  broken  up.  On  the  inner  surface  of 
the  ciliary  body  on  one  side  is  a  mass  of  dense  fibrous 
tissue,  with  multinucleated  cells  scattered  through  it.  The 
choroid  is  thin  ;  on  its  inner  surface  throughout  nearly  its 
whole  extent  are  trabeculas  of  well-developed  bone,  having 
medullary  fat  between  them.  The  relation  of  the  bone  to 
the  elastic  lamina  cannot  be  traced  in  all  parts,  but  where 
that  membrane  is  well  defined  it  lies  on  its  inner  surface. 
Internal  to  the  bone  is  some  vascular  new  growth,  sitnilarto 
that  in  the  anterior  parts  of  the  eye,  and  some  dense  fibrous 
tissue  with  but  few  cells  between  its  layers.  The  uveal  pig- 
ment lining  the  choroid  is  much  altered,  over  large  areas  it 
isabsentaltogether,  in  some  parts  thecells  are  several  layers 
thick.  No  normal  retinal  tissue  can  anywhere  be  seen.  The 
mass  described  as  being  situated  in  the  cavity  in  the  interior 
of  the  globe,  consists  of  a  network  of  fibrin  with  a  few 
I'ed  and  white  blood-corpuscles  entangled  iu  it.      The  whole 
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of  the  interior  of  the  cavity  is  bounded^  except  anteriorly, 
by  the  dense  fibrous  tissue  internal  to  the  bone ;  ante- 
riorly it  has  the  vascular  gi-owth  above  described. 

Transverse  sections  of  the  optic  nerve  from  immediately 
behind  the  eye  show  a  large  increase  of  fibrous  tissue  in 
it,  with  a  diminution  of  the  nerve-fibres  and  an  excess  of 
nucleated  cells  amongst  them. 

It  is,  I  think,  exceedingly  fortunate  that,  besides  the 
two  eyes  of  Case  2, 1  should  have  obtained  one  of  the  eyes 
of  her  brother  for  microscopical  examination  ;  for  there 
can  be  little  doubt  that  the  process  which  has  produced 
such  extensive  changes  in  the  former  is  commencing  in 
the  latter. 

In  both  the  history  is  very  similar, — failure  of  vision 
commencing  in  the  two  eyes  almost  about  the  same  time, 
and  without  any  apparent  cause  ;  for  I  think  we  may  take 
it  that  the  injury  with  the  piece  of  Avood  in  Case  1  had 
nothing  really  to  do  with  the  disease,  but  was  what  first 
drew  the  patient's  attention  to  the  failure  of  vision  in  the 
eye.  In  both  cases  absolute  blindness  resulted  in  the 
course  of  a  year.  In  the  brother,  pain  came  on  sooner 
than  in  the  sister,  and  necessitated  excision  sooner.  In  the 
brother's  eye  we  have  the  opportunity  of  seeing  the  changes 
which  had  occurred  as  the  result  of  the  disease  at  the  end 
of  the  first  year.  In  the  sister,  fourteen  years  had  elapsed 
from  the  time  the  eyes  became  blind  before  they  were 
excised.  In  her  the  disease  began  at  the  age  of  ten  or 
eleven,  and  in  her  brother  at  the  age  of  twenty. 

In  the  brother's  eye  the  affection  is  evidenth*  starting 
in  the  retina,  for  apart  from  the  changes  met  with  in  it, 
and  the  pigment  epithelial  layer,  there  is  nothing  but 
what  is  met  with  in  any  eye  which  has  been  long  the 
subject  of  increased  tension. 

The  enormous  enlargement  of  one  of  the  central  vessels 
of  the  optic  nerve,  and  the  comparatively  healthy  appear- 
ance of  the  choroidal  vascular  system  in  both  eyes  of 
Case   2  (the  sister),  incline  me  to  localise  the  new  growth 
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in  them   as  primarily  retinal^  a  view   vrhich   is   supported 
by  the  changes  in  Case  1. 

The  retina  then  being  the  starting-point  of  the  growth, 
what  as  to  its  nature  ?  It  is,  as  I  have  said,  apparently 
made  up  of  a  plexus  of  numerous  very  thin-walled  blood- 
vessels, and  there  are  in  it  cystic  spaces.  It  may,  there- 
fore, best  be  described  as  a  capillary  naevus,  which  in 
places  has  undergone  cystic  degeneration.  In  its  growth 
it  has  invaded  and  caused  absorption  of  surrounding  struc- 
tures, such  as  the  lens  and  iris,  and  is  beginning  to  en- 
croach on  the  deep  layers  of  the  cornea.  The  large  space  in 
the  interior  of  each  eyeball  is  probably  that  which  was  left 
between  the  detached  retina  and  choroid,  which  in  the 
expansion  of  the  globe  has  increased  in  size.  The  plates 
of  bone  met  with  on  the  inner  surface  of  the  choroid  are 
unusually  extensive.  Bone  formation  in  this  position  is 
by  no  means  uncommon  in  eyes  which  have  been  blind  for 
a  long  time. 

In  Case  1  it  would  seem  that  besides  a  general  enlarge- 
ment of  the  retinal  vessels,  and  extensive  changes  in  the 
minute  structure  of  the  retina,  it  is  in  one  part  the  seat  of  a 
capillary  growth  similar  to  that  in  Case  2. 

I  have  never  before  met  with  any  case  similar  to  the 
above,  and  so  far  as  my  reading  goes  I  have  been  unable 
to  find  any  record  of  one  which  presented  like  changes. 
I  shall  be  glad,  if  the  Society  thinks  fit,  to  submit  my 
specimens  for  further  considei'ation  to  a  sub-committee. 

{December  Uth,  1893.) 


2.   Rapidly  growing  sarcoma  in  a  child  involving  both  orbits, 
loith  secondary  growths. 

By  Simeon  Snell. 

Walter  M.  N — ,  ict.  4,  was  admitted  into  the  Sheffield 
General  Infirmary  on  March  6th,  1893,  and  transferred 
to  my  charge  on  the  8th  of  the  same  mouth. 

The  condition  which   caused  his  being  brouglit  to  the 
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Infirmary  was  stated  to  have  immediately  followed  an 
attack  of  mumps  wliicli  was  prevalent  in  the  village 
where  the  child  resided.  This  was  in  the  November  of 
last  year  (1892).  Inquiry  showed  that  what  was  called 
mumps  was  in  all  probability  correctly  described  as  such, 
for  it  was  characterised  by  swellings  on  the  side  of  the 
face  apparently  in  the  usual  place.  The  first  thing 
noticed  was  that  the  left  upper  eyelid  became  slightly 
discoloured  ;  this  somewhat  increased,  and  afi"ected  the 
other  eye  as  well.  Early  in  January  the  left  eye  was 
noticed  to  proti'ude  slightly ;  the  right  was  not  observed 
to  do  so  until  the  middle  of  February.  He  bad  become 
greatly  emaciated.  Three  days  before  admission  he  had 
had  epistaxis. 

The  foregoing  Avas  the  history  obtained  at  the  time 
the  child  was  an  in-patient.  No  history  of  injury  could 
then  be  ascertained.  Recently,  when  preparing  these  notes, 
the  father  called  on  me  and  gave  an  account  of  the 
following  injury,  which  was  apparently  thought  to  be 
trivial  and  had  been  forgotten.  The  mother  now  re- 
members that  in  July  last  year  (1892)  the  child  received  a 
blow  over  the  left  e3'ebrow  with  the  handle  of  a  pump.  It 
was  not  a  very  severe  blow,  but  the  lid  became  discoloured 
and  somewhat  swollen.  This  passed  away  in  about  two 
weeks^  time,  and  remained  well  up  to  the  period  men- 
tioned above  in  November.  It  recovered,  as  the  father 
expresses  it,  as  if  nothing  had  happened. 

The  grandfather  and  great-uncle  of  the  patient's 
mother  ai'e  both  said  to  have  been  afilicted  with  cancer, 
the  one  on  the  lip,  and  the  other  on  his  cheek.  No 
phthisis  can  be  traced  in  the  famil}-.  Except  for  his 
having  had  measles  three  years  ago  there  is  nothing  to 
remark  about  the  child's  personal  history.  Up  to  the 
period  Avhen  he  had  the  mumps  his  health  was  good. 

At  the  time  the  patient  came  under  my  care  he  was 
very  anaemic,  much  emaciated,  very  fretful,  and  with  a 
good  deal  of  cough.  The  left  eyelid  was  much  dis- 
coloured, resembling  the    appearance    of   an   old    ecchy- 
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mosis,  and  it  was  most  mai'ked  at  the  inner  angle.  The 
lid  appeared  to  droop  somewhat,  and  it  did  this  more  than 
did  the  one  on  the  right  side,  but  the  patient  was  able  to 
raise  it  fairly  well.  There  was  a  fulness  noticed  in  the 
orbit  between  the  eyeball  and  the  upper  margin,  and  this 
was  especially  mai-ked  at  the  inner  and  upper  angle.  A 
finger  directed  under  the  orbital  ridge  (inner  part)  de- 
tected a  resistfince,  though  the  outlines  of  a  tumour  were 
not  very  distinctly  made  out.  The  eyeball  was  somewhat 
protruded,  directed  rather  downwards  and  slightly  out- 
wards. On  the  right  side  also  there  was  some  discolor- 
ation of  the  upper  eyelid  ;  the  globe  was  a  little  prominent, 
and  the  lid  drooped  somewhat ;  but  all  these  were  less 
marked  than  on  the  left  side.  On  neither  side  was  there 
at  this  time  any  noticeable  interference  with  the  move- 
ments of  the  eyeballs.  Vision  did  not  seem  to  be 
affected  ;  the  fundus  examined  with  the  ophthalmoscope 
presented  nothing  abnormal,  unless  it  was  that  the  veins 
were  somewhat  full,  but  there  was  nothing  definite  to 
suggest  any  interference  with  the  circulation  by  pressure 
at  the  back  of  the  orbit. 

The  forehead  on  the  left  side  iu  the  temporal  region  was 
much  swollen  and  discoloured,  enlarged  veins  coursed  over 
it,  and  the  bluish  area  stretched  almost  from  the  outer 
edge  of  orbit  to  the  ear.  Patient  was  very  restless,  and 
complained  of  pain  at  the  back  of  the  head,  but  did  not 
appear  to  suffer  much  from  the  orbital  conditions.  At  this 
time  the  head  measured  from  root  of  nose  to  occipital 
protuberance  13;^  inches  ;  whilst  across  the  vertex  from 
the  upper  part  of  one  ear  to  the  other  it  was  11  inches. 

The  photograph  (Fig.  12)  was  taken  a  few  days  after 
his  admission,  and  the  appearances  are  in  it  a  little  more 
mai-ked  than  those  just  described. 

March  11th, — It  was  noted  to-day  that  the  left  eye  had 
become  more  protruded,  and  that  a  tumour  could  be  made 
out  at  the  inner  upper  angle.  It  would  seem  to  be  about 
the  size  of  a  filbert ;  it  is  semi-elastic  to  the  touch.  Both 
pupils  are  stated  to  be  dilated. 
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14th. — There  is  a  good  deal  of  chemosis  of  the  con- 
junctiva (left  side)  ;  both  eyeballs  are  more  prominent, 
but  the  left  especially  so. 

15th. — The  pre-auricular  and  the  cervical  glands  also 
are  much  enlarged  on  the  left  side  ;  those  in  the  neck 
on   the   right   side   are   also   affected,  but    less    so.      The 

Fig.  12. 


left  eyeball  is  so  much  protruded  that  the  lids  will  not 
close  over  it.  Vision  on  both  sides  has  become  inter- 
fered with,  and  it  is  doubtful  whether  he  sees  at  all. 

17th. — The  left  side  of  face  and  temple  has  become 
more  swollen,  and  the  eyeball  is  still  further  protruded. 
There  has  been  a  little  haemorrhage  from  the  conjunctiva 
during  the  past  night,  and  the  lower  part  of  the  cornea  has 
become  ulcerated.      A  bedsore  has  formed  on  the  sacru  m. 
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19th. — The  left  cornea  has  sloughed.  The  left  eyeball 
is  more  protruded,  as  is  also  the  right,  but  very  much 
less  so  than  the  left.  The  swelling  on  left  temple  has 
greatly  increased,  and  is  very  noticeable  as  a  large 
prominence,  and  the  dilated  veins  upon  its  surface  are 
well  marked.  On  the  right  side  also  in  the  temporal  region, 
just  external  to  the  upper  part  of  orbit,  is  a  node-like  swell- 

Fio.  13. 


ing,  but  much  smaller  than  the  symmetrically  placed  one 
on  the  left  side.  Thei'e  is  one  also  over  the  coronal  suture 
on  the  left  side.       He  died  on  the  evening  of  this  day. 

At  the  post-mortem,  thirty-six  hours  after  death,  on 
reflecting  the  scalp  four  marked  swellings  were  noticed 
(Fig.  13).    They  were  symmetrically  placed  on  either  side; 
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one  was  on  the  frontal  bone  near  the  coronal  suture,  and 
the  other  two  were  on  the  parietal  bone  about  the  situation 
of  the  eminence.  These  latter  were  larger  and  more  dis- 
tinct than  the  others.  They  were  all  of  a  deep  purple  colour. 
The  posterior  ones  were  about  the  size  of  a  five-shilling 
piece,  and  the  anterior  ones  that  of  a  half-crown,  but 
from    the    elevated    part    of    each    of   these   growths    the 

Fig.  14. 


coloration  gradually  faded  into  the  surrounding  parts. 
They  were  all  situated  under  the  periosteum,  which  was, 
however,  closely  adherent  to  them.  They  were  apparently 
growths  from  the  bone,  and  spicula3  of  osseous  tissue 
pervaded  them.      In  addition,   in  the  temporal  fossa  on 
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the  left  side  just  external  to  the  orbital  margin  was  a 
large  growth  the  size  of  a  pigeon's  ey:g ;  a  similar  one 
was  situated  on  the  right  side,  but  was  smaller  in  size  : 
they  resembled  those  previously  mentioned  in  structure 
and  appearance. 

On  removing  the  skuU-cnp  swellings  were  found  on  the 
inner  side,  corresponding  with  those  which  had  been 
noticed  externally.  They  were  all  semi-elastic  in  consist- 
ence, and  of  a  deep  colour  like  those  on  the  outer  sur- 
face. The  dura  mater  was  very  much  thickened  (Fig.  14). 
For  a  considerable  portion  of  the  vertex,  on  detaching  it, 
its  surface  was  found  to  be  shaggy  and  villous-looking, 
and  the  bone  was  left  with  an  irregular  appeaiauce.  It 
was  clear  that  the  gfowths  observed  on  the  outer  surface 
involved  the  whole  thickness  of  the  bone. 

On  passing  more  anteriorly  it  was  noticed  that  the 
orbits  were  both  occupied  by  growths,  and  they  were,  it 
appeared,  continuous  across  the  intervening  structures. 
The  roofs  of  the  orbits  were  raised  somewhat,  and  the 
whole  had  a  dark  bluish  appearance  ;  the  posterior  part 
was  also  distended  into  the  middle  fossa,  the  protrusion 
backwards  being  more  from  the  direction  of  the  sphenoidal 
fissures  than  the  optic  foramens,  which  on  each  side 
appeared  unaffected.  These  conditions  were  much  more 
marked  on  the  left  side,  but  the  right  was  more  affected 
than  external  appearances  during  life  seemed  to  suggest. 
On  attempting  to  open  the  orbit  from  above  and  to  reflect 
back  the  upper  wall,  including  the  supra-ciliary  portion,  it 
was  found  that  the  growth  was  intimately  connected  with 
the  bone,  and  it  was  only  possible  to  remove  it  piecemeal. 
The  parts  involved  chiefly  were  the  upper  part  of  the  orbit, 
and  particularly  the  inner  wall.  The  protrusion  of  the 
eyeball  on  the  left  side  had  been  occasioned  by  the  growth 
pushing  the  eye  at  first  downwards  and  outwards,  and  then, 
as  the  growth  occupied  more  the  back  part  of  orbit,  for- 
wards as  well.  There  did  not  appear  to  have  been  much 
pressure  on  the  optic  nerves,  and  this  corresponded  with 
the  appeai-ances  of  the  fundus  when  an  ophthalmoscopic 


156  INTRA-OCULAR    GROWTHS. 

examination  had  been  possible.      The    whole    brain    was 
intensely   anaemic,  but  it  was  otherwise  healthy. 

The  growths  were  everywhere  pervaded  by  spicules. 
The  bulging  which  during  life  had  been  observed 
occupying  the  left  side  of  the  face  and  temple  when  cut 
into  presented  a  peculiar  appearance.  A  section  down  to 
the  bone  showed  a  surface  with  spicules  standing  up 
through  it,  and  the  colour  of  it  gave  somewhat  the  look 
of  a  section  of  a  pomegranate,  but  the  interstices  were 
occupied  with  solid  and  not  fluid  contents.  The  spicules, 
howevei^,  stood  out  like  the  divisions  of  the  pomegranate. 

It  should  have  been  mentioned  that  the  bulgings  were 
noticed  on  the  scalp  before  it  was  reflected,  and  to  the 
touch  gave  a  feeling  of  softness  and  bogginess.  The 
abdomen  was  opened,  and  a  considerable  number  of  en- 
larged affected  glands  were  found.  The  thorax  was 
normal.  Three  enlarged  glands  were  noticed  extending 
along  the  upper  fold  of  the  axilla. 

Over  the  sacrum  was  a  bedsore  about  the  size  of  a  five- 
shilling  piece.  It  is  quite  possible  that  this  was  in  reality 
a  secondary  deposit.  Any  way,  the  sister  in  charge  of  the 
ward  remarked  that  it  did  not  look  like  an  ordinary 
bedsore.  It  was  more  purplish,  and  was  sufficient  for  her 
to  remark  about  it.  Unfortunately  no  portion  was 
removed  for  microscopic  examination. 

I  submitted  the  skull-cap  and  portions  of  tumours  from 
orbits  as  well  as  from  the  secondary  growths  to  my  friend 
Dr.  Arthur  Hall  for  examination,  and  I  now  read  you  his 
pathological  report. 

''  Patliological  examination  of  sj^ecimens  of  new  growth  in 
orhit  and  slcnll-cap  of  child. 

"  By  Arthur  J.  Hall. 

"  1.  Skiill-ca^). — To  the  naked  eye  the  outer  surface 
presents  a  very  curious  appearance.  There  are  four  dark 
purple  bulgings  underneath  the  periosteum,  somewhat 
symmetrical  in  position.      The  two  anterior  are  situated 
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one  on  each  side  of  the  frontal  bone  just  above  the  upper 
part  of  the  temporal  fossa,  and  over  the  sutures  between 
the  frontal  and  sphenoidal  bones  and  the  lower  part  of  the 
fronto-parietal  suture.  The  two  posterior  are  situated 
over  the  parietal  eminences.  They  feel  soft,  and  on 
section  are  found  to  consist  of  very  vascular  tissue,  con- 
taining spicules,  apparently  intimately  connected  with 
the  bone  beneath  and  the  periosteum  above.  Their 
outline  is  irregular  and  somewhat  circular,  about  three 
inches  in  diameter  ;  they  are  raised  from  the  surface  about 
a  quarter  of  an  inch.  On  examining  the  skull-cap  from 
within,  the  dura  mater  is  found  to  be  quite  natural  on  its 
inner  surface,  but  to  be  bulged  inwards  by  something 
between  it  and  the  bone.  These  bulgings  are  larger  and 
more  marked  than  the  external  ones,  but  otherwise  appear 
very  similar  in  colour  and  general  appearance.  They 
resemble  large  ecchymoses  between  the  dura  mater  and 
the  bone.  On  tearing  away  the  dura  mater  the  bone  is 
found  to  be  covered  by  a  thick  layer  of  spicules,  closely 
adherent  to  the  bone  on  one  side  and  the  dura  mater  on 
the  other.  These  give  the  two  surfaces  a  shaggy 
appearance,  like  rough  pile  of  velvet,  or  the  surface  of  a 
rough  furred  tongue.  The  fur  is  not  bony,  but  the  spicules 
are  somewhat  firm,  and  retain  a  straight  position  even  when 
rubbed  with  the  finger.  On  holding  the  specimen  up  to 
the  light  the  infiltration  is  found  to  have  a  very  definite 
limit ;  thus  the  central  part  of  the  skull-cap  is  quite  free 
for  a  space  two  inches  wide  by  six  inches  long,  neither  the 
bone  nor  the  dura  mater  being  apparently  at  all  affected  ; 
again  the  infiltration  ceases  a  little  above  the  level  where 
the  skull-cap  has  been  removed.  Thus  the  infiltration  occu- 
pies a  broad  ring  on  the  inside  all  the  way  round  about  two 
and  a  half  inches  wide.  The  superior  longitudinal  sinus 
contains  some  clot,  but  appears  quite  normal.  There  are  a 
few  large  Pacchionian  bodies  on  each  side. 

"  In  transverse  section  through  the  (Fig.  15)  skull  it  is 
observed  that  Avhere  the  bulging  is  on  both  sides  of  the 
bone,  the   outline   of  the  bone  is  still  quite  clear  and  its 
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normal    width,    but    there    are    clearly    spicules    passiug 
through  it. 

"I  must  here  mention  two  facts  :  first,  that  in  front,  that 


Fig.  15. 


A  B 


Transverse  section  through  skull-cap,  just  anterior  to  coronal  suture. 
A.  Periosteum.  B.  Bone.  c.  Dura  mater.  D.  Falx  cerebri. 
E,  F.  New  growth. 


is  beneath  the  frontal  bone,  the  lower  limit  of  the  growth 
has  not  been  reached  by  the  removal  of  the  skull-cap  ; 
and  secondly,  that  as  I  had  not  the  good  fortune  to  see 
the  autopsy,  I  cannot  say  how  much  more  of  the  inside 
of  the  skull  may  have  been  affected. 

"  As  to  the  orbital  tumours,  small  specimens  have  been 
sent  to  me  which  show  the  same  kind  of  shreddy  rough 
growth  between  the  bone  and  the  periosteum  on  the 
inner  side  of  the  orbit.  On  microscopical  examination 
they  consist  of  small  round  cells,  with  much  hasmorrhagic 
debris,  apparently  growing  from  the  deep  layer  of  the 
periosteum  into  the  bone  and  eroding  it. 

''The  growth  is,  in  my  opinion, a  rapidly  growing  round- 
celled  subperiosteal  sai-coma,  which,  supposing  it  to  have 
begun  in  the  orbit,  has  easily  spread  to  the  contiguous 
dura  mater  through  the  sphenoidal  fissure.  I  suppose  the 
limits  of  its  growth  are  merely  dependent  on  the  arrange- 
ment of  the  numerous  anastomosing  diploic  veins. '^ 
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Tumours  occupying  both  orbits  have  been  occasionally 
met  with.  I  recorded  in  the  '  Lancet '  recently  an 
instance.  The  patient  was  a  woman  with  symmetrical 
orbital  tumours  clearly  involving  the  lachrymal  glands^ 
and  the  salivary  glands  on  both  sides  were  also  implicated. 
An  interesting  paper  also  appears  in  the  '  American  Jour- 
nal of  Medical  Sciences  '  for  August,  1893,  by  Dr.  George 
Dock,  in  which  chloroma  and  its  relation  to  leukaemia  are 
discussed.  Reference  is  made  to  the  recorded  cases, 
seventeen  in  all.  Some  part  of  the  head  was  involved  in 
all  the  cases.  Exophthalmos  was  present  in  thirteen,  and 
it  was  double  in  eleven  of  these  depending  on  involve- 
ment of  the  periosteum.  There  was  an  absence  of  bone 
formation.  In  his  own  case,  which  is  reported  at  length, 
hard  masses  were  felt  through  the  lids  above  the  globes, 
and  the  condition  at  the  post-mortem  is  thus  mentioned  : 
— "  On  removing  the  wall  of  the  orbit  the  cavity  is  found 
filled  with  a  solid  green  mass  which  separates  easily  from 
the  bone,  in  some  places  leaving  it  sound."  The  green 
colour  is  the  characteristic  of  these  growths.  The  course 
of  the  disease  is  short,  and  there  are  some  features  in  my 
case  resembling  those  mentioned  in  the  paper  referred  to, 
such  as  marked  angemia,  epistaxis,  and  ecchymoses,  as  well 
as  the  rapid  progress  of  the  affection,  but  the  diffei'ences 
are  greater.  The  colour  of  the  tumours  was  quite 
different,  and  in  no  way  resembled  the  green  found  in 
chloroma  ;  and,  again,  the  implication  of  the  bone  was  the 
reverse  of  that  met  with  in  Dock's  cases.  Mr.  Treacher 
Collins  has  very  kindly  drawn  my  attention  to  a  very 
interesting  case  which  he  reported  in  the  '  Royal  London 
Ophthalmic  Hospital  Reports'  a  short  time  ago.  The 
patient  was  a  child  aged  one  and  three  quarter  years.  It 
was  a  rapidly  fatal  case  ;  extensive  masses  of  glands  were 
found  in  the  abdomen,  and  most  of  the  organs  had  deposits 
in  them.  There  was  an  absence  of  enlargement  of  the 
lymphatics  of  the  external  parts,  such  as  axilla,  neck,  &c. 
A  separate  tumour  was  found  in  each  orbit.  There  are 
thus  manifest  differences  in  this  case  from  the  one  I  have 
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related.  Further  than  this,  the  orbital  tumour  was  a 
mottled  red  and  pale  yellow  colour,  and  some  of  the  cases 
which  were  on  record,  and  which  are  mentioned  by  Collins, 
are  also  referred  to  by  Dock  as  being  instances  of  chloroma. 
Dr.  Drake  Brockman's  recently  published  cases  of  double 
proptosis  belong  also  to  a  different  category,  as  the 
growths  were  from  the  body  of  the  sphenoid  bone,  and 
the  orbits  were  only  invaded  from  without,  and  not 
primarily  affected. 

The  relation  of  mumps  as  a  cause  of  the  disorder  in  my 
case  is  not  clear,  especially  as  it  appears  evident  that  the 
lachrymal  glands  were  not  involved.  Still,  the  develop- 
ment of  the  conditions  so  closely  succeeded  the  subsidence 
of  the  gland  induration  in  mumps  that  it  seemed  to  the 
parents  as  if  it  were  a  continuation  of  that  disorder.  The 
discovery  of  an  injury,  though  not  a  severe  one,  renders  it 
possible  that  the  case  may  be  one  of  traumatic  sarcoma. 
An  interesting  instance  of  this  kind  was  recently  reported 
in  the  '  Lancet '  by  Mr.  Hewetson,  of  York.  A  tumour 
of  the  temple  had  developed  after  a  blow  with  a  brick. 

{October  19th,  1893.) 


3.   On  a  rare  furm  of  jjrimanj  intra-ociilar  melanoma. 

By  John  Griffith. 

(With  Plate  V.) 

It  may  appear  somewhat  trivial  to  build  a  paper  on  so 
unstable  a  foundation  as  one  case,  yet,  owing  to  the 
scantiness  of  the  literature  on  primary  iutra-ocular  epi- 
thelial neoplasms,  it  behoves  one  to  emphasise  these 
individual  cases  as  much  as  possible,  so  that  a  satisfactory 
conclusion  can  be  arrived  at,  for  I  consider  the  getiolog}- 
of  these  tumours,  from  a  histological  point  of  view,  is 
8t\\\  suh  judice,  in  spite  of  the  extensive  advances  made  in 
this  direction  and  in  this  country  bv  Mr.  Treacher  Collins. 
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The  title,  therefore,  of  my  paper  is  somewhat  ambigu- 
ous, yet  the  nature  of  the  growth  warrants  no  clearer 
inscription.  Though  melanotic  and  malignant,  I  think 
there  is  sufficient  evidence  to  exclude  it  from  the  genus 
of  sarcomata. 

The  patient  was  under  the  care  of  Mr.  Anderson 
Critchett,  to  whom  I  am  much  indebted  for  kindly 
furnishing  me  with  the  clinical  notes  of  the  case,  and 
also  for  allowing  me  to  report  the  interesting  details 
connected  with  its  pathology.  Briefly,  the  clinical 
history  is  as  follows. 

A  gentleman,  get.  37,  consulted  Mr.  Critchett  in 
November,  1892,  owing  to  severe  pain  in  his  left  eye, 
combined  with  complete  failure   of  sight.      The  sight  of 


that  eye  had  been  impaired  for  at  least  two  years.  There 
was  a  pigmented  patch  seen  immediately  to  the  outer 
side  of  the  cornea,  with  large  vessels  coursing  to  it  in  the 
bulbar  conjunctiva.  The  tension  was  raised,  the  cornea 
hazy,  the  anterior  chamber  shallow,  and  all  evidences  of 
acute  glaucoma  were  present.  No  fundus  reflex  was 
visible,  neither  was  anything  to  be  seen  through  the 
pupillary  area  by  oblique  focal  illumination.      Melanotic 
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sarcoma  of  the  choroid  was  diagnosed^  and  the  eyeball 
excised  with  the  patient's  consent  on  Deceinber  2nd,  1892. 

Scarcely  had  seven  months  elapsed  before  the  growth 
had  recurred  in  the  orbit,  and  had  implicated  the  superior 
maxilla.  The  patient  refused  further  operation,  and 
succumbed  to  his  malady  just  short  of  twelve  months 
from  the  date  of  enucleation.  No  glands  were  found 
enlarged  during  lifetime,  and,  so  far  as  is  known,  no 
autopsy  was  made  ;  thus  the  possibility  of  finding 
secondary  visceral  deposits  was  excluded. 

The  eyeball  was  forwarded  to  me  by  Mr.  Critchett  for 
examination,  and  being  hardened  in  Miiller's  fluid  was 
divided  through  its  horizontal  meridian,  and  so  through 
the  middle  of  the  pigmented  patch  into  an  upper  part 
utilised  for  microscopic  sections,  and  a  lower  half  whicli 
was  mounted  as  a  jelly  preparation. 

The  bisected  globe  reveals  a  jet-black  tumour,  spring- 
ing apparently  from  the  fore-part  of  the  choroid  and 
ciliary  body  at  a  point  corresponding  to  the  pigmented 
mass  seen  without.  The  intra-ocular  portion  of  the 
growth,  the  bulk  of  the  tumour,  is  sessile,  with  its  base 
involving  the  sclera  at  the  antero-external  quadrant  of 
the  globe  ;  it  projects  backwards  and  inwards,  with  a 
slight  constriction  about  its  middle,  as  a  uniformly  black 
globular  mass,  measuring  2  cm.  in  its  long  and  12  mm. 
in  its  transverse  diameter.  A  few  small  cystic  spaces 
are  seen  in  its  substance.  The  retina  is  completely 
detached,  and  is  adherent  to  the  inner  and  front  aspects 
of  the  growth  over  a  limited  area  ;  a  small  transparent 
cyst  is  connected  with  that  membrane  posteriorly. 

Upon  examining  sections  of  the  tumour  and  adjacent 
parts  with  the  low  power  of  the  microscope  it  is  found 
that  the  ciliary  body  is  scarcely  implicated  at  all,  but  the 
lymph-space  to  its  outer  side  is  so  encroached  upon  by 
the  tumour  as  to  cause  displacement  of  that  body  inwards. 
The  region  of  the  ciliary  glands  of  Treacher  Collins 
appears  quite  healthy.  Tracing  the  tapetum  nigrum 
backwards  from  the  pars  non-plicata,  it  is  seen  to  bo  lost 


DESCEIPTION  OF  PLATE  V, 

Illustrating  Mr.  John  Griffith's  rare  case  of  Primary  Intra- 
ocular Melanoma  (p.  160). 

Fig.  1. — The  microscopical  appearance  under  the  low  power  (  x   100). 
Fig.  2. — Ditto,  under  the  high  power  (  x  350). 
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in  the  tumour  at  the  position  where  the  retina  is  attached, 
and  becomes  visible  again  as  a  distinct  membrane  on  the 
posterior  surface  of  the  growth,  being  continued  back- 
wards on  to  the  healthy  choroid.  The  sclera  is  seen 
infiltrated  and  perforated  about  the  centre  of  the  base  of 
the  neoplasm. 

The  growth  itself  differs  in  its  structure  in  different 
parts,  the  pigmented  cells  being  arranged  in  a  tubular 
fashion  behind,  whereas  the  greater  bulk  presents  columns 
of  cells  which  freely  intercommunicate,  and  form  a  dense 
cellular  network  not  unlike  that  condition  seen  in  rodent 
ulcer  (Plate  V,  fig.  1).  In  some  parts  they  are  so  closely 
aggregated  as  to  prevent  any  definite  arrangement  being 
discernible.  The  stroma  is  cellular,  contains  a  few  loose  or 
stray  pigmented  cells,  some  pigment  granules,  and  is  in 
some  parts,  especially  in  the  anterior  half,  very  vascular. 

Under  the  high  power  (Plate  V,  fig.  2)  the  size,  shape, 
and  arrangement  of  the  cells  preclude  the  possibility  of  the 
tumour  being  sarcomatous.  The  cells  are  lai'ger  than  any 
of  those  of  sarcoma  except  myeloid  ;  they  vary  consider- 
ably in  their  outline,  some  flattened,  some  spheroidal, 
others  polygonal,  and  many  other  conceivable  shapes. 
There  appears  to  be  no  intercellular  reticulum  in  any  part 
of  the  growth.  The  amount  of  pigment  granules  in  these 
cell-elements  vai'ies  in  amount :  some  are  almost  black,  the 
majority  are  of  a  golden  hue,  and  a  very  few  indeed  not 
pigmented  at  all.  It  is  chiefly  owing  to  these  cells  that 
the  epithelial  character  is  able  to  be  demonstrated,  consist- 
ing as  they  do  of  large  masses  of  protoplasm,  each  with  a 
large,  central,  oval  nucleus.  Those  not  deeply  pigmented 
show  similar  large  nuclei,  readily  visible  on  account  of  the 
fact  that  they  do  not  hold  melanin  granules  in  their  struc- 
ture. Bleached  sections  verify  the  epithelial  character  of 
these  cells. 

The  cysts  are  lined  by  this  melanotic  epithelium. 
Some  large  spaces  in  the  fore-part  of  the  growth  contain 
red  blood-corpuscles  and  colloid-looking  material  (whether 
it  be  fibrin  or  true  colloid  matter  I  cannot  say),  and  as 
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their  walls  are  composed  of  pigmented  cells  it  is  probable 
that  they  are  not  real  vascular  channels,  but  cysts  into 
which  extravasation  of  blood  has  occurred.  Many  true 
blood-vessels  are,  however,  seen  gorged  with  blood, 
traversing  the  small-celled  stroma  which  supports  the 
growth,  and  which  is  quite  consistent  with  its  malignant 
features.  In  the  retina,  extending  some  distance  from  its 
attachment  to  the  tumour,  pigmented  cells  are  visible 
occupying  the  outer  nuclear  layer.  The  cells  of  the 
tapetum  nigrum  posteriorly,  lining  the  apparently  normal 
choroid,  show  colloidal  degeneration.  The  optic  disc  and 
nerve  appear  healthy  to  the  naked  eye,  but  unfortunately 
have  not  been  examined  mici'oscopically. 

I  have  not  been  able  to  arrive  at  any  definite  conclu- 
sion as  to  the  exact  nature  of  this  growth.  There  is 
sufficient  evidence  to  exclude  it  from  the  class  of  sarco- 
mata. That  it  is  an  epithelial  tumour,  melanotic  and 
malignant,  starting  in  the  pigmentary  epithelium  of  the 
retina,  there  can  hardly  be  any  doubt,  and,  with  regard 
to  its  epithelial  nature,  I  receive  the  strong  support  of 
Mr.  Bland  Sutton,  who  has  kindly  examined  some  of  the 
sections.  He  pointed  out  to  me  that  it  did  not  belong  to 
any  recognised  type  of  carcinoma,  yet  I  venture  to 
express  that  its  malignancy,  taken  together  with  its 
epithelial  structure,  suggests  very  strongly  to  my  mind 
that  it  should  be  placed  in  this  category. 

The  ciliary  region  and  glands  of  Collins  have  been 
examined  by  Mr.  Juler,  who  would  kindly  substantiate 
ray  statement  that  this  part  of  the  eyeball  is  not  infil- 
trated by  the  growth,  much  less  its  birthplace. 

Tn  looking  up  the  literature  of  the  subject  I  naturally 
turned  my  direction  chiefly  to  the  works  of  Mr.  Treacher 
Collins,  who  has  gained  a  world-wide  reputation  in  the 
evolution  of  the  physiology  and  pathology  of  the  ciliary 
body,  and  in  association  with  the  latter  the  origin  of 
primary  intra-ocuhir  adenomata.  He  pointed  out  in 
1891  at  this  Society  the  existence  of  simple  tubular 
glands  in  the  ciliary   body  ;    he   also    demonstrated    that 
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malignant  new  growths  of  that  body  are  in  some  in- 
stances epithelial,  and,  possessing  more  or  less  an  alveolar 
arrangement,  are,  in  truth,  carcinomata  originating  in 
these  ciliary  glands. 

Since  these  glands  are  developed  from  the  retinal 
pigmented  epithelium,  epiblastic  cells  originating  in  the 
outer  layer  of  the  secondary  optic  vesicle,  I  think  it  is 
quite  within  reason  to  expect  a  carcinoma,  melanotic  in 
type,  to  stai't  primarily  in  the  tapetum  nigrum  of  the 
retina,  and  not  of  a  necessity  in  its  tubular  modifications 
found  exclusively  in  the  ciliary  body ;  and  I  certainly 
look  upon  this  tumour  as  one  of  this  kind. 

Lagrange,  in  his  work  on  the  '  Tumours  of  the  Eye,' 
1893,  criticises  Mr.  Collinses  theory  regarding  the  origin 
of  these  intra-ocular  malignant  adenomata.  He  seems  to 
consider  them  metastatic  deposits.  It  is  true  that 
Mr.  Collins  made  no  direct  statement  as  to  their  primary 
origin,  for  the  clinical  facts  of  the  case  (for  only  one 
of  the  two  cases  quoted  at  that  meeting  was  of  any  real 
value)  were  quite  sufficient,  setting  aside  microscopy,  to 
remove  any  doubt  on  that  point. 

Mr.  Collins  has,  moreover,  reported  other  cases  con- 
firming his  opinion,  and  very  recently  made  mention  of 
one,  which  was  under  the  care  of  Dr.  Rockliffe,  of 
primary  adenoma  of  the  ciliary  body  originating  in  his 
glands.  I  believe  he  did  not  consider  it  malignant,  but 
here  I  am  open  to  correction. 

In  the  '  Archives  d'Oplitalaiologie  '  for  1892  Professors 
Badal  and  Lagrange  have  published  an  account  of  what 
they  describe  as  a  carcinoma  of  the  ciliary  processes, 
which  appears  to  me  of  a  most  exceptional  nature.  The 
tumour  occurred  in  a  child  aged  eight  years,  and  had 
taken,  it  appears,  at  least  three  years  to  grow  to  the  size 
of  a  pea.  The  rate  of  growth  and  the  age  of  the  individual 
are  points  in  this  case  worthy  of  criticism. 

Mr.  Lawford,  whose  knowledge  of  intra-ocular  growths 
must  be  very  extensive,  read  an  interesting  paper  at  a 
meeting  of  the  British  Medical  Association  at  Nottingham 
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the  year  before  last,  on  "  The  Pathology  of  some  lutra- 
ocular  Turuours,"  in  which  he  pointed  out  that  neoplasms 
starting  in  the  ciliary  region  ai'e  likely  to  be  epithelial  in 
character.  He  referred  to  a  case  published  by  Gayet  as 
adenoma  of  the  choroid  in  the  *  Archives  d'Ophtal- 
mologie  '  for  1892,  and  rightly,  I  think,  throws  some 
doubt  on  the  diagnosis.  For  since  no  glandular  tissue 
exists  in  the  normal  choroid,  it  is  only  by  metastasis  that 
a  glandular  carcinoma  can  be  found  in  that  tunic. 
Mr.  Lawford  did  not  mention,  however,  that  primary 
epithelial  tumours  may  possibly  start  in  the  epithelium  of 
the  retina  apart  from  the  epithelial  elements  of  the  ciliary 
body,  though  he  quotes  an  instance  of  an  epithelial 
tumour  existing  in  the  choroid  near  the  optic  disc  which 
had  no  connection  with  the  ciliary  body.  Was  this  a 
metastatic  deposit,  or  in  reality  a  primary  epithelial 
tumour  of  the  retina  ? 

I  should  like  to  mention  in  conclusion  that,  speaking 
anatomically  and  to  a  certain  extent  theoretically,  a 
tumour  consisting  of  melanotic  epithelium  may  start 
primarily  in  the  eye  in  three  different  places,  and  only  in 
three,  viz.  in  the  retina,  in  the  ciliary  body,  and  in  the 
iris.  In  the  ciliary  body  they  may  commence  either  in 
the  ciliary  glands,  in  which  case  they  would  be  always 
more  or  less  alveolar,  or  in  the  double  stratum  of  the 
surface  epithelium  of  the  processes,  in  which  case  they 
would  present  an  a,rrangement  similar  to  the  growth  I 
have  described.  In  the  iris  they  would  necessarily 
start  in  the  melanotic  epithelium  lining  its  posterior 
surface. 

I  can  find  no  case  recorded  of  a  primary  epithelial 
tumour  of  the  retina,  thougli  it  is  possible  (hat  such  cases 
have  been  published,  and  no  doubt  some  members  present 
will  enlighten  me  on  this  point. 

{May  Srd,  1894.) 
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4.    Gynt  of  iris  {left  eye). 
By  J.  Grosvenou  Mackinlay. 

(Notes  by  L.  Veknon  Cargill.) 

E.  A — ,  ast.  6  years  ;  always  been  a  healthy  child. 

Had  "  inflammation  "  in  the  left  eye  between  three  and 
four  years  Sjgo,  after  an  attack  of  influenza.  When  the 
"inflammation^'  subsided,  the  mother  noticed  for  the 
first  time  a  "  white  speck  "  in  the  eye,  which  has  grown 
gradually  ever  since. 

Attended  first  at  the  Royal  Eye  Hospital,  Southwark, 
on  March  15th,  1894,  with  a  cyst  affecting  the  iris  in  the 
inner  quadrant.  It  was  irregular  in  shape,  with  a  delicate 
membranous-looking  anterior  wall. 

There  was  a  faint  fundus  reflex  to  be  seen  through 
it. 

Since  March  15th  the  cyst  has  increased  about  one 
or  two  millimetres  in  diameter,  and  now  invades  and 
overlaps  the  pupillary  margin  of  the  iris  on  the  inner 
side. 

It  also  bulges  more  forward  against  the  back  of  the 
cornea  than  it  did.  There  is  slight  fundus  reflex  to  be 
seen  through  it  faintly  in  spots. 

Pupil  is  active  to  light  where  not  implicated  by  the 
cyst.      Fundus  healthy. 

Vision  =  J.  10  (vision  of  right  eye  =  J.  1).  No 
history  of  injury. 

{Card  specimen.      May  3rd,  1894.) 

Mr.  Power  asked  if  there  were  any  history  of  injury 
in  this  case. 

Mr.  Mackinlay  said  no  history  of  injury  was  forth- 
coming, but  the  people  came  from  the  country,  and  the 
aunt  who  brought  the  lad  knew  very  little  about  the 
history   of   the    case.       The   child    was    under    six   years 
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of  age.       Moreover  he  liad  searched  in  vain   for  a  trace 
of  corneal  scar. 

Mr.  PoAVEK  remarked  that  his  knowledge  of  cysticercus 
in  the  eye  was  exceedingly  small.  He  had  only  met  with 
two  such  cases  in  all  his  experience.  Whatever  might 
be  its  nature,  he  thought  it  w^ould  be  proper  to  excise  it, 
doing  an  iridectomy  at  the  same  time. 

Mr.  HuLKE  observed  that  these  cysts  were  often  the 
sequel  of  injury,  but  he  would  not  undertake  to  say  what 
was  the  actual  connection.  In  a  certain  number  of 
instances  the  cysts  arose  from  implantation  of  epithelium, 
but  in  the  majority  of  instances  where  they  follow  injury 
he  did  not  think  they  had  that  origin,  for  they  were 
usually  lined  by  a  single  layer  of  delicate  tesselated  epi- 
thelium, quite   unlike  ordinary  squamous  epithelium. 

Mr.  Lawfokd  said  it  had  been  shown  some  time  since 
by  Schmidt-Rimpler  that,  as  far  as  microscopical  sections 
went,  a  certain  number  of  cysts  of  the  iris  occurred  inde- 
pendently of  injury  and  resulted  from  occlusion  of  orifices 
of  the  crypts  of  the  iris  as  a  consequence  of  inflammation. 
He  pointed  out  that  these  cr^'pts  were  more  or  less  con- 
stricted at  their  surface  aperture,  and  a  very  slight  degree 
of  swelling  of  iris  tissue  would  suffice  to  block  them. 
This  was,  he  thought,  a  reasonable  explanation  of  cases 
which  Avere  not  instances  of  implantation  cysts. 

Mr.  Hill  Griffith  said  lie  had  seen  a  baby  six  weeks 
old  operated  on  for  cyst  of  the  iris.  During  the  attempt 
at  extraction  the  cyst  was  accidentally  ruptured,  but 
recovery  followed. 
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1.   0(iteo7na  of  the  orhit. 

By  Simeon  Snell. 

Mes.  H — ,  get.  25,  came  under  my  care  in  September, 
1890.  Four  years  before  this  she  had  suffered  from  a 
severe  pain  in  the  head,  chiefly  at  the  top,  and  there  was 
also  a  persistent  smell  in  the  nose.  About  a  year  later 
she  noticed  a  small  lump  at  the  inner  and  upper  part  of 
the  orbit.  This  lump  gradually  increased  in  size.  About 
this  time  also  the  eyeball  became  displaced  outwards  and 
downwards.  Some  time  after  this  the  eyelids  became 
swollen  and  inflamed  and  suppuration  took  place,  and 
pointed  above  the  upper  eyelid ;  the  abscess  was  opened. 
After  this,  matters  somewhat  settled  down,  but  the  displace- 
ment of  the  globe  remained,  and  so  did  the  lump  at  the 
inner  angle  of  the  orbit.  Pain  at  times  was  very  great. 
The  inflammation  and  suppuration  recurred  many  times  ; 
pointing  took  place,  and  either  burst  or  was  opened  no 
less  than  thirteen  times.  The  eye  all  this  time  was 
becoming  more  displaced,  and  the  pain  especially  at 
periods  was  severe,  and  did  not  abate. 

About  the  same  time  as  the  eye  Avas  noticed  to  be 
displaced,  the  left  nostril  was  also  observed  to  be  getting 
plugged.  For  the  last  two  or  three  months  her  condi- 
tion on  the  whole  had  been  rather  better,  but  still  she 
suffered  a  great  deal  from  pain  in  the  head. 

At  the  time  of  coming  under  my  care  her  condition 
was  as  follows  : — The  eyeball  was  displaced  slightly  for- 
wards ;  more  distinctly  outwards  and  also  downwards. 
There  was  a  chronic  thickening  of  the  upper  eyelid,  and 
the   depression   above   the   eyeball   was   obliterated.       At 
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the  upper  and  inner  angle  of  the  orbit  there  was  a  pro- 
minence visible  as  a  rounded  elevation  ;  this  marked  the 
point  where  the  frequent  collections  of  pus  in  the  orbit  of 
which  mention  has  been  made  discharged  themselves. 
In  addition  to  this,  however,  there  was  to  sight  also  a 
definite  somewhat  rounded  prominence  suggestive  of 
distension  of  the  frontal  sinus,  and  its  situation  would  also 
be  similar.  To  the  finger  this  was  found  to  extend  into 
the  orbit.  It  was  perhaps  somewhat  nodular  feeling,  but 
no  definite  tumour  could  be  made  out.  The  appearance  is 
well  shown  in  the  photograph  which  was  taken  at  this 
period. 

In  the  nostril  on  the  left  side  was  a  hard  bony  mass 
projecting  from  the  outer  wall  into  the  cavity  at  about 
the  situation  of  the  inferior  turbinated  bone.  It  was 
apparently  very  hard  and  not  covered  by  periosteum. 

The  case  at  this  time  suggested  to  me  the  probability 
of  a  distended  and  suppurating  frontal  sinus.  No  tumour 
further  back  in  the  orbit  could  be  made  out.  Consider- 
ing especially  the  condition  of  the  nose,  where  an  osteal 
growth,  though  quiescent,  was  undoubtedly  present,  I 
decided  to  avail  myself  of  a  consultation  with  my  surgical 
colleagues  before  proceeding  to  any  operation.  The 
opinion  arrived  at  was  that  there  Avas  no  apparent  con- 
nection between  the  nasal  and  the  orbital  affections,  and 
that  it  would  be  well  to  explore  the  orbit  and  ascertain 
then  whether  or  not  the  frontal  sinus  was  the  cause  of 
the  disorder. 

On  October  14tli,  with  Mr.  Jackson  and  Mr.  Atkin 
present,  an  incision  was  made  from  the  inner  part  below 
the  orbital  ridge  above  the  inner  canthus  to  about  the 
middle  of  the  supra-orbital  crest.  It  was  then  found 
that  the  bone  was  thickened  over  the  front  part  of  the 
frontal  sinus,  but  the  chipping  away  of  bone  from  this 
region  appeared  to  loosen  a  large  growth  which  was 
found  to  be  lying  detached  in  the  orbit,  and  was  without 
dilhculty  withdrawn  with  forceps.  It  was  as  large  as  a 
pigeon's  egg,  irregular  and  nodulated  on  its  surface,  and 
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of  bony  hardness,  but  at  the  part  by  which  it  had  been 
attached  it  was  more  spongy  in  structure.  It  was  longer 
than  wide.  After  its  removal  a  large  roughened  space 
was  felt  in  the  orbit,  and  which  corresponded  to  the 
inner  wall  and  to  the  situation  of  the  ethmoidal  sinuses 
and  the  back  part  of  the  frontal.  On  this  further 
remarks  will  be  made. 

The  patient  recovered  well  from  the  operation,  but 
many  times  since  she  has  had  a  succession  of  formations 
of  pus  in  the  orbit,  which  have  either  burst  or  been 
opened  above  the  eyeball  in  the  upper  lid  or  at  the  inner 
orbital  angle.  An  attempt  at  the  operation  to  carry  a 
drainatre-tube  into  the  nose  did  not  succeed,  and  I  think 
there  must  now  be  some  carious  bone  still  present  in  the 
orbit  which  will  require  dealing  with  on  another  occasion, 
as  will  also  the  distended  condition  of  the  lachrymal 
sac,  either  by  obliteration  of  the  sac  or  removal  of  the 
lachrymal  gland. 

The  growth  in  the  nose  practically  remained  unaltered, 
but  for  this  she  later  on  went  under  the  care  of  Mr.  Atkin, 
who  last  year  removed  it.  It  was  very  compact  and 
easily  detached. 

The  tumour  removed  was,  as  has  been  said,  about  the 
size  of  a  pigeon's  egg,  irregular  and  nodulated  on  its 
surface,  bony  in  structure,  but  not  perhaps  as  hard  as  those 
that  have  been  described  as  ivory  exostoses.  Dr.  Hall 
kindly  undertook  to  examine  the  specimen  for  me,  but 
after  the  lapse  of  time  finds  it  not  possible  to  prepare  a 
good  slide  to  show  to  you.  He,  however,  tells  me  that 
he  has  made  out  its  structure  to  be  that  usually  found  in 
osteoma. 

Osteoma  in  the  orbit  is  only  rarely  met  with,  and  this 
is  the  only  case  of  the  kind  that  has  come  under  my 
observation.  There  are,  however,  several  on  record. 
The  instance  I  have  related  is  singularly  fortunate  in  the 
ease  with  which  it  separated  (as  was  the  nasal  one  in 
Mr.  Atkin's  hands).  Frequently  a  chisel  and  mallet  is 
necessary,  or  a  dentist's  drill  to  break  through  the  dense 
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structure  and  to  get  away  the  growth.  Moreover  the 
issue  is  fortunate.  From  cases  recorded  it  appears  that 
no  less  than  QQ  per  cent,  of  osteoraata  growing  from  the 
frontal  or  ethmoid  cells  are  fatal  after  operation.  This 
will  be  understood,  considering  the  thiu  bony  wall,  if  any 
force  in  removal  has  to  be  employed. 

I  have  not  professed  to  have  made  an  altogether 
accurate  diagnosis  as  to  the  presence  of  this  growth,  and 
I  am  pleased  to  learn  from  one  writer  ''  that  a  positive 
diagnosis  is  generally  only  made  at  the  operation." 

There  is  no  occasion  to  refer  in  any  detail  to  the 
similar  cases  which  have  been  recorded,  but  the  best 
summary  of  osteomata  in  the  orbit  with  which  I  am 
acquainted  is  contained  in  a  paper  by  J.  A,  Andrews,  of 
New  York,  and  an  admirable  abstract  is  printed  in  the 
'  Ophthalmic  Eeview  '  for  1887.  Osteomata  generally 
start  about  the  time  of  puberty,  for  the  reason  that  the 
various  pneumatic  cavities  about  the  orbital  region  at  this 
period  develop  with  the  greatest  energy.  He  mentions 
these  growths  as  originating  in  the  frontal,  or  ethmoidal 
sinus,  and  causing  by  their  presence  the  appearance  of  a 
tumour  at  the  upper  and  inner  angle  of  the  orbit.  In 
their  growth  they  may  perforate  the  orbital  wall  towards 
that  cavity,  or  they  may  progress  towards  the  cranial 
cavity.  Osteomata  from  the  sphenoidal  sinus  will  tend 
to  grow  into  the  cranial  cavity,  and  those  from  the 
antrum  of  Highmore  either  laterally,  and  show  them- 
selves in  the  nose  (as  in  this  case),  or  extend  upwards 
into  the  lower  wall  of  the  orbit.  No  successful  case  of 
removal  of  an  osteoma  from  the  sphenoidal  sinus  is  on 
record.  The  prognosis  of  those  removed  growing  from 
the  antrum  is  good,  the  removal  having  been  favorable 
in  nearly  all  the  cases  recorded.  vSuppuration,  it  would 
appear  from  Andrews'  paper,  is  by  no  means  infrequently 
associated  with  an  osteoma  growing  from  the  frontal  or 
ethmoid  cells,  and  the  pus  finds  its  way  out  at  the  inner 
angle,  as  in  my  case.  The  growth  itself  would  lend 
to   plugging    up    of  the  passage    from   the   sinus  to    the 
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nose,  and  then  there  nlso  "  would  be  the  mechanical 
irritation  to  which  the  mucous  membrane  would  be  sub- 
jected through  the  extension  of  the  growth." 

June  Uth,  1894.) 


2.    8ome  cases  of  orbital  groiuths. 

By  A.  Hill  Griffith. 

All  writers  agree  as  to  the  great  difficulty  often  expe- 
rienced in  dealing  with  affections  of  the  orbit,  and  I  feel 
that  no  apology  is  required  in  bringing  before  this  Society 
some  cases  of  orbital  tumours  that  have  been  under  my 
care. 

Case  1. — Jas.  R — ,  set.  35  years,  pauper,  Salford 
Union,  came  under  my  care  on  February  Gth,  1888.  The 
right  eye  was  slightly  protruded  and  distinctly  depressed, 
the  upper  lid  drooped,  and  could  not  be  raised  by  the 
patient,  and  movement  of  the  eye  upwards  was  almost 
abolished.  Beneath  the  outer  and  middle  thirds  of  the 
supra-orbital  ridge  one  could  make  out  an  elastic  and 
apparently  fluctuating  tumour.  The  margin  of  the  orbit 
could  be  easily  traced.  The  vision  was  16  J.  and  the 
fundus  was  normal.  There  was  no  impairment  of  eccentric 
vision. 

Patient  said  that  the  eye  was  swollen  about  one  year 
ago,  but  subsided  in  a  few  days.  The  lid  has  drooped 
for  the  last  six  months.  He  had  a  right-sided  stroke  of 
which  there  is  still  evidence,  and  has  suffered  from  fits  of 
some  description. 

The  patient  was  chloroformed  and  an  incision  was 
made  along  the  margin  of  the  orbit  directly  over  the 
swelling,  and  on  exploration  with  the  finger  the  roof 
of  the  orbit  was  found  to  be  quite  smooth  and  coverep 
with  periustenm.      The  tumour  was  treed  with  the  finger- 
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nail,  and  after  some  difficulty  was  torn  away  in  one  mass 
about  tlie  size  of  a  walnut.  It  was  found  to  be  com- 
pletely encapsuled,  and  measured  1  in.  x  1  in.  x  a  i^^ 
The  square-shaped  upper  surface  was  couvex,  the  lower 
surface  being  slightly  concave.  There  was  nothing  to 
note  about  the  healing  process,  a  rapid  recovery  was 
made.  The  ej'^eball  went  back  into  its  proper  position  ; 
the  movements  became  normal,  save  for  slight  limitation 
upwai'ds,  and  only  a  faint  scar  remained  on  the  upper  lid. 
There  was  no  recurrence  in  seven  months,  since  which 
time  I  have  not  seen  him. 

I  found  that  a  half-sister  died  from  a  tumour  in  the 
breast  at  the  age  of  thirty-nine  ;  beyond  this  there  was 
nothing  of  importance  in  the  family  history. 

Microscopic  sections  showed  that  the  growth  had  a 
fibrous  capsule,  and  was  made  up  of  groups  of  short 
spindle-cells  arranged  in  clumps  surrounded  with  fibrous 
tissue;  in  one  or  two  places  only,  glandular  elements  could 
be  made  out. 

Case  2  occurred  in  a  young  girl  of  15  years  of  age, 
whom  I  operated  upon  for  Dr.  Little.  She  had  noticed 
for  about  twelve  months  a  lump  between  the  left  eyeball 
and  brow.  One  could  make  out  a  dense  lobulated  mass 
in  this  region  extending  back  into  the  orbit,  apparently 
fixed  to  the  periosteum,  and  quite  free  from  the  eye  itself. 
Proceeding  as  in  the  former  case,  I  easily  shelled  out  the 
tumour,  and  the  patient  made  a  good  recovery.  Exami- 
nation of  sections  showed  that  the  growth  was  simply 
hypertrophied  lachrymal  gland. 

Seeing  or  hearing  nothing  further  of  this  case  I  regarded 
it  as  a  cure,  and  only  found  out  how  entirely  mistaken  I  was 
when  I  had  the  opportunity  yesterday  of  seeing  her  again, 
after  an  interval  of  nearly  six  years  from  the  date  of  the 
operation.  The  eyeis  much  depressed,  owing  to  the  presence 
of  a  very  irregular  rocky  growth  filling  up  the  space  between 
the  globe  and  the  frontal  arch.  I  regard  this  as  an  ex- 
ostosis which  has   been   growing   deeply   in   the  orbit  for 
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years.  The  supposed  tumour  I  removed  must  have  been  the 
lachrymal  gland,  which  had  been  pushed  out  of  its  position. 
The  eye  is  normal,  vision  good,  and  movements  are  quite 
free  except  for  some  limitation  upwards. 

Tumours  in  this  part  of  the  orbit  are  often  connected 
with  the  lachrymal  gland  ;  they  are  usually  encapsuled  and 
capable  of  complete  removal,  which  is  best  effected  by 
blunt  instruments,  as  the  handle  of  the  scalpel  and  the 
finger-nail. 

As  is  well  known,  meningocele  occurs  at  the  inner 
angle  of  the  orbit,  between  the  junction  of  the  nasal  and 
lachrymal  bone.  I  have  seen  but  one  example  of  this  ;  it 
occurred  among  my  own  cases  in  a  baby  a  few  months  old. 
The  swelling,  about  the  size  of  a  cherry,  was  situated 
under  the  inner  portion  of  the  brow  ;  it  could  be  readily 
reduced,  but  returned  directly  the  pressure  was  removed. 
Meningocele  in  this  situation  must  very  rarely  come  under 
the  notice  of  the  ophthalmic  surgeon,  for  no  other  case 
has  been  seen  here  during  the  fifteen  years  I  have  been 
connected  with  the  hospital  ;  and  if  the  diagnosis  is  always 
as  easy  as  in  our  case,  such  a  condition  is  not  likely  to 
be  passed  over. 

Case  3. — A  young  man,  Robert  M — ,  get.  23,  single, 
was  admitted  on  1st  November  of  last  year,  with  a 
history  of  his  eyes  having  become  puffed  up  for  three 
weeks  following  a  severe  cold  in  the  head,  which  he  has 
been  subject  to  on  and  off  for  several  years  ;  save  for  some 
slight  gastric  disturbance  and  headache  he  was  in  his 
usual  health.  He  never  suffered  from  any  venereal  disease; 
there  was  no  albumen  or  sugar  in  the  urine. 

He  presented  the  appearance  of  double  congenital 
ptosis,  the  lids  covered  the  upper  part  of  the  pupil,  the 
head  was  thrown  back  to  enable  him  to  see,  and  the  pal- 
pebral fold  was  quite  obliterated  on  the  right  side,  and 
nearly  so  on  the  left.  The  eyes  were  normal,  save  for 
complete  paralysis  of  movement  upwards  and  some  im- 
pairnu'ut  of  movom(>nt  inwards.      There  was  no  proptosis. 
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The  vision  was  1  Jager  and  ^  each  eye,  no  Hm.  ;  the  fundi 
were  normal,  but  the  discs  were  certainly  very  hyper- 
gemic. 

Beneath  the  inner  two  thirds  of  the  brow  on  each  side 
could  be  felt  an  elongated,  firm,  lobulated  growth,  project- 
ing slightly  beyond  but  distinct  from  the  supra-orbital  arch. 
The  lids  could  not  be  raised  by  any  effort  on  the  patient's 
part.  In  spite  of  the  growths  being  located  towards  the 
nasal  corners  of  the  orbits,  I  thought  it  was  probably  a 
lachrymal  gland  affection.  He  was  ordered  to  bathe  the 
eyes  with  warm  lead  lotion,  and  to  take  compound  rhubarb 
mixture. 

Some  six  weeks  later  the  swelling  on  the  right  side  got 
very  much  less,  and  could  now  be  traced  to  the  outer 
side  of  the  orbit,  while  that  on  the  left  side  was  much 
larger,  very  distinctly  lobulated,  and  accompanied  by 
signs  of  inflammation  in  the  eyelids,  with  hyperaemia 
of  the  nasal  and  upper  portion  of  the  ocular  conjunctiva. 
There  was  well-marked  numbness  in  the  region  supplied  by 
the  first  division  of  the  fifth  nerve  ;  he  could  scarcely  feel 
a  pin  firmly  thrust  into  the  brow.  He  volunteered  the 
statement  that  the  numbness  was  on  the  other  side  when 
the  right  eye  was  bad.  The  left  eyeball  was  now  some- 
what depressed,  and  the  inward  movements  a  little  more 
limited.  He  complained  of  very  severe  shifting  head- 
ache, chiefly  in  the  frontal  region,  so  he  was  ordered  ten 
grains  of  iodide  of  potassium  three  times  in  the  day. 

At  the  present  date,  four  months  from  the  first  visit, 
the  swelling  in  the  left  orbit  is  steadily  diminishing,  and 
the  numbness  is  completely  gone,  but  the  immobility  of 
the  eyes  upwards  is  still  complete.  I  take  it  that  direct 
pressure  on  the  nerve-filaments  was  the  cause  both  of  the 
numbness  and  the  paralysis,  and  it  is  curious  to  note  that 
the  sensory  nerve  has  so  entirely  regained  its  function, 
while  the  motor  nerve  remains  paralysed. 

Case  4. — Kate  G — ,  sut.  21,  single,  domestic  servant, 
healthy  ;   first    seen   on    September   30th,    1891,    with    a 
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history  of  gradual  and  painless  protrusion  of  the  right 
eyeball,  following  an  injury  with  an  iron  hook  at  the  age 
of  eight  years.  The  protrusion  has  been  more  noticeable 
during  the  last  two  and  a  half  years. 

A  slight  scar  was  seen  just  beyond  the  outer  canthus  ; 
the  eye  was  much  protruded,  but  otherwise  normal ; 
movements  upwards  and  outwards  much  restricted.  The 
vision  was  ^  in  each  eye,  Hm.  1  D. ;  fundi  normal,  but 
some  fulness  of  the  retinal  veins  in  the  affected  eye  when 
compared  with  the  other. 

A  lobulated,  dense,  incompressible,  and  irreducible  mass 
was  felt  between  the  globe  and  the  brow,  most  marked 
at  the  outer  side  ;  it  felt  adherent  to  the  upper  wall  of 
the  orbit. 

I  endeavoured  to  extirpate  the  growth  as  in  the  first 
two  cases,  but  only  succeeded  in  removing  a  piece  about 
the  size  of  a  walnut.  The  roof  and  sides  of  the  orbit  as 
far  as  could  be  felt  were  smooth  and  covered  by  peri- 
osteum. The  patient  was  discharged  without  any  im- 
provement. 

Eight  months  later  the  growth  was  rather  larger,  the 
vision  had  fallen  to  -^^  ^^  ^^^  affected  eye,  and  there  was 
slight  but  undoubted  loss  of  colour  in  the  disc.  The  field 
of  vision  was  quite  normal.  As  there  seemed  some  con- 
siderable increase  of  the  hypermetropia,  we  dilated  both 
eyes  fully  with  atropine,  and  found  6  D.  in  the  right  as 
compared  with  1  D.  in  the  left,  showing  clearly,  what  has 
frequently  been  noted  in  cases  of  the  kind,  undoubted 
increase  of  the  hypermetropia  from  pressure  of  the 
growth.  About  this  time  I  made  an  examination  under 
chloroform,  and  satisfied  myself  that  it  would  be  quite 
impossible  to  remove  the  tumour  without  the  eye,  so  I 
resolved  not  to  meddle  further  with  the  case.  Seci.ions 
of  the  piece  removed  appeared  like  somewhat  modified 
glandular  tissue. 

On  February  of  1893,  sixteen  months  after  the  first 
visit,  the   patient   again   presented  herself,    and   desired 
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that  the  growth  should  be  removed,  even  if  the  eye  had 
to  be  sacrificed,  as  it  was  so  very  unsightly. 

One  month  later  I  performed  the  operation.  The 
patient  was  chloroformed  and  the  lids  were  freely  dis- 
united by  an  incision  at  the  outer  canthus.  The  eyeball 
was  enucleated,  and  the  entire  growth  which  filled 
up  the  space  between  the  muscles  was  dissected  out, 
but  not  without  a  good  deal  of  difficulty.  The  mass 
was  very  irregular  and  shaggy  on  the  surface,  but  hard, 
dense,  and  fibrous  on  section,  and  hopelessly  mixed  up  with 
the  contents  of  the  orbit ;  it  Avas  somewhat  of  the  size 
and  shape  of  a  lai-ge  dried  fig. 

I  regret  very  much  that  the  exact  nature  of  the  tumour 
must  remain  doubtful,  for  the  specimen  was  unfortunately 
ruined  by  evaporation  of  the  spirit,  and  in  the  sections 
one  can  make  out  little  else  but  fibrous  tissue. 

The  last  two  cases  I  wish  to  record  are  examples  of 
extensive  malignant  growth,  in  which  I  cleared  out  the 
entire  orbital  contents  by  a  method  which  I  have  seen 
described,  but  do  not  recollect  where.  One  makes  a 
circular  incision  right  down  to  the  bone  by  a  bold  sweep 
of  the  knife,  starting  at  the  inner  corner  of  the  eyebrow, 
skirting  the  upper,  outer,  and  lower  limits  of  the  orbit, 
and  finishing  about  one  inch  below  where  one  started. 
The  flap  thus  defined  is  rapidly  dissected  up,  turned  over 
the  nose,  and  held  there  by  an  assistant,  who  for  this 
purpose  thrusts  his  finger  through  the  palpebral  opening. 
This  method  certainly  gives  a  perfectly  free  field  to  remove 
all  growths  from  the  orbit,  and  even  from  the  adjacent 
cavities,  and  when  the  operation  is  completed  by  suturing 
the  flap  in  position  there  is  no  deformity  produced. 

The  haemorrhage  can  always  be  arrested  by  pressure, 
and  the  actual  cautery  should  never  be  used  ;  I  know  of 
one  case  in  which  death  took  place  from  its  employ- 
ment. 

Case  5. — Fred.  M — ,  tet.  57,  said  he  had  gradually  lost 
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the  sight  of  the  left  eye  for  five  years,  and  that  the 
eyeball  shrunk  up  very  small  ;  he  had  had  no  pain  till 
the  last  three  months,  during  which  time  a  large  lump 
appeared  in  the  socket.  We  found  the  orbit  filled  with 
a  large  lobulated  mass,  burying  all  but  the  extreme  upper 
portion  of  the  eyeball,  and  forming  with  the  lids  a  tumour 
the  size  of  a  small  orange.  The  lids  were  reflected  in 
the  manner  before  described,  and  the  tumour,  eyeball, 
and  contents  of  the  orbit  cleared  out,  in  doing  which 
openings  were  made  into  the  frontal  sinus,  nasal  fossa, 
and  antrum  of  Highmore,  to  all  of  which  cavities  the 
growth  appeared  to  have  extended.  I  heard  from  his 
medical  attendant  that  death  took  place  twelve  months 
later  from  "  recurrence  of  sarcoma,"  but  whether  local  or 
general  I  do  not  know.  I  regret  I  cannot  lay  my  hands 
on  the  specimen,  and  can  only  say  from  memory  that  the 
growth  was  primarily  in  the  orbit  and  not  in  the  eyeball, 
which  it  enveloped  but  did  not  penetrate. 

Case  6  was  a  case  I  operated  upon  at  the  County 
Asylum,  Prestwich,  of  which  institution  he  had  been  an 
inmate  for  seven  years.  I  am  indebted  to  Dr.  Revington 
and  Mr.  F.  H.  W.  Cottam  for  their  assistance  at  the  opera- 
tion and  for  the  after  treatment,  and  to  the  latter  gentle- 
man for  notes  of  the  case  and  the  post-mortem  examina- 
tion. 

"  Robert  F — ,  aet.  60  at  death.  Case  of  simple  mania 
of  a  mild  type  running  on  to  dementia.  Quiet  and 
inoffensive,  he  was  employed  in  the  joiner's  shop  but 
was  not  a  skilled  workman.  For  a  few  days  previous  to 
October  26th,  1891,  had  been  noticed  to  have  slight 
ptosis  with  an  irritable  condition  of  the  left  eye,  and 
some  fulness  and  swelling  was  observed  along  the  lower 
lid  and  internal  to  that.  Diagnosis  of  a  growth  probably 
sarcomatous  was  made,  and  Dr.  Hill  Grifl&th,  to  whom 
patient  was  sent  on  October  31st,  recommended  extirpa- 
tion of  growth  and  orbital  contents  if  on  watching 
extension  were    to   be   seen.      By  November    loth   rapid 


180  DISEASES    OF    THE    ORBIT. 

increase  witli  bloody  discharge  from  the  nostril  was 
observed,  and  the  operation  was  done  next  day." 

The  steps  of  the  operation  were  the  same  as  in  the 
previous  case,  and  I  need  only  add  that  after -reflection 
of  the  lids  the  periosteum  was  carefully  separated  all 
round,  commencing  at  the  temporal  side,  and  then  by 
leverage  with  strong  curved  scissors  the  whole  contents 
of  the  orbit  with  the  eyeball  and  growth  were  removed. 
The  frontal  sinus,  the  antrum,  and  the  nasal  fossa  had 
all  to  be  cleared  out.  The  jelly  preparation  shows  the 
lower  half  of  the  eyeball  with  the  growth  attached  to 
the  nasal  side. 

Same  evening,  no  pain,  was  comfortable,  took  food, 
and  slept  very  fairly  ;   temp.  100'2°. 

November  17th. — Temp.  100'2°  ;  wound  dressed,  little 
or  no  pain,  cavity  syringed  with  boracic  lotion.  Up  to 
December  9th  gave  no  trouble,  and  did  well  except  for  a 
little  sloughing-  of  the  upper  lid.  Temperature  normal 
the  whole  time.  Pulse  regular  and  strong.  Took  food 
and  slept  well.  Discharge  from  orbital  cavity  purulent, 
but  never  very  profuse. 

On  December  9th  without  any  warning  had  a  con- 
vulsion ;  spasms  general  and  exactly  of  a  "  grand  mal  " 
type,  very  drowsy  and  semi-conscious  same  evening. 
Next  morning  temperature  rose  to  105*8°,  became  un- 
conscious, and  died  without  any  further  convulsion  on  the 
twenty-fourth  day  after  the  operation. 

Post-mortem  (twenty-six  and  a  half  hours  after  death). 
— Opening  into  nasal  cavity  from  orbit  li  iu.  x  1^  in., 
also  smaller  opening  into  antrum  of  Highmore  ;  cerebral 
membranes  soft  and  purulent,  but  adherent  over  left  side 
of  ethmoid,  and  also  along  the  optic  nerve  could  be  traced 
a  source  of  purulent  infection.  Brain  47|  ounces,  left 
hemisphere  covered  with  thin  layer  of  pus  beneath  the 
arachnoid.  Pia  arachnoid  white,  opaque,  and  purulent. 
Also  slight  cortical  inflammation  or  congestion  (?  which). 
Internally  white  matter  congested.  Purulent  condition 
beginning  to  spread  across  to  right  hemisphere.      Nothing 
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special  elsewhere.  Except  for  old  pleuritic  adhesions  and 
slight  aortic  atheroma  the  organs  were  very  fairly  healthy. 
No  secondary  growths  found  anywhere. 

From  the  naked-eye  appearance  and  microscopic 
sections  I  regarded  the  growth  as  carcinoma,  but  a  sub- 
committee of  the  Pathological  Society  of  Manchester, 
consisting  of  Prof.  Delepine,  Dr.  Thomas  Harris,  and  Dr. 
Kelynack,  reported  after  a  most  careful  examination  of 
fresh  sections  by  Dr.  Delepine  that  "  the  growth  is  a 
connective-tissue  tumour,  and  a  variety  of  alveolar  sarcoma 
and  not  a  true  carcinoma." 

I  have  very  rarely  found  the  glands  affected  in  malig- 
nant growth  of  the  orbit.  Carcinoma  is  much  more 
seldom  met  with  than  sarcoma,  but  I  have  seen  more  than 
one  example  of  the  former.  In  autumn  of  last  year  I 
saw  an  elderly  lady  with  reference  to  the  sight  of  the 
right  eye,  which  had  been  failing  for  a  month  or  six  weeks. 
The  eye  was  normal  save  for  some  protrusion  and  slight 
limitation  of  movements  from  side  to  side.  There  was  a 
somewhat  diffuse  hard  swelling  in  the  temple,  and  as  her 
right  breast  had  been  removed  some  two  years  and  eight 
months  previously  for  carcinoma  I  had  no  hesitation  in 
diagnosing  secondary  malignant  growth  in  the  orbit. 
This  opinion  was  amply  confirmed  when  I  saw  her  some 
six  months  later  in  a  dying  state  with  great  protrusion 
of  the  eyeball,  destruction  of  the  cornea,  and  large  growths 
in  the  upper  part  of  the  orbit,  the  temporal  fossa,  and 
the  scalp.  {March  8th,  1894.) 

Mr.  JuLER  observed  with  regard  to  the  second  case, 
that  of  symmetrical  tumours  in  both  orbits,  he  did  not 
quite  catch  whether  the  author  had  operated.  (No.)  And 
what  was  the  result  ?  (Steady  diminution  of  the  tumour.) 
It  reminded  him  of  a  case  which  he  had  brought  before 
the  Society.  He  had  made  sections  of  the  tumour  from 
one  of  the  orbits  which  were  shown  at  the  Society,  and 
presented  the  appearance  of  sarcoma.  It  was  a  case  of 
symmetrical  tumours  which  progressed  until  there  was  loss 
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of  sensation  first  on  one  side  of  the  forehead  and  then  on 
the  other,  then  loss  of  power  of  both  the  levatores  palpebrae 
followed  by  gradual  recovery.  He  thought  it  was  a  sar- 
coma, and  the  prognosis  was  therefore  bad.  The  patient 
was  the  wife  of  a  jockey,  and  had  lived  a  good  deal  in  Paris. 
That  suggested  the  idea  of  syphilis,  and  this  view  was  con- 
firmed by  the  presence  of  ulcers  on  the  abdomen  and  else- 
where. He  pushed  the  mercury  and  she  got  perfectly  well, 
although  she  had  lost  vision  in  both  eyes  down  to  -g^. 

Mr.  Adams  Frost  said  he  had  shown  a  similar  case 
some  years  ago,  of  symmetrical  tumours  due  to  enlarge- 
ment of  both  lachrymal  glands.  They  subsided  under 
Potass.  lod.,  proving  their  specific  nature. 

The  President  said  he  had  had  exactly  similar  cases  in 
his  own  experience.  In  one  the  tumour  was  removed  at 
Moorfields,  later  on  he  had  removed  a  similar  tumour  from 
the  other  orbit,  but  some  degree  of  growth  i-ecurred  and 
entirely  disappeared  under  iodide  of  potassium.  He 
thought,  therefore,  that  it  was  not  a  sarcoma  as  was  at 
first  supposed,  but  merely  an  instance  of  syphilitic  enlarge- 
ment of  the  lachrymal  glands. 

Dr.  Little  said  he  was  in  Paris  last  year,  and  had 
seen  a  case  with  a  distinct  tumour  in  the  upper  part  of 
the  orbit,  which  he  was  asked  to  diagnose.  He  inclined 
to  the  view  that  it  was  an  enlargement  of  the  lachrymal 
gland,  but  it  seemed  that  the  tumour  had  been  much 
larger  some  months  before.  He  suspected  syphilis,  but 
there  was  no  direct  evidence  of  this.  The  case  was 
treated  with  iodide  of  potassium  and  mercury,  and  it 
had  diminished  by  one  half.  Only  the  preceding  week 
he  had  removed  a  tumour  from  the  orbit  of  a  gentle- 
man aged  fifty-five  as  to  the  nature  of  which  he  was 
not  clear.  He  had  satisfied  himself  that  it  |was  not 
syphilitic.  It  was  of  two  mouths'  duration,  and  was 
situated  in  the  outer  part  of  the  orbit.  It  had  produced 
proptosis  and  diminution  of  movement  of  the  eyeball. 
By  dissecting  well  back  he  exposed  the  tumour  fully. 
It  proved  not  to  be  attached  to  the  roof  of  the  orbit  at  all. 
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but  was  attached  to  the  cartilage  of  the  upper  lid.  To 
effect  its  complete  removal  he  had  at  the  same  time  to 
remove  a  part  of  the  cartilage.  On  section  the  tumour 
looked  very  much  like  a  sarcoma. 

Dr.  Hill  Griffith  in  reply  said  that  he  would  have 
found  it  difficult  to  remove  the  tumour  completely  with- 
out this  incision,  but  that  in  most  cases  simple  division 
of  the  outer  canthus  was  sufficient. 


3.    Case  of  rapidly  growing  sarcoma  of  the  orhit. 
By  E.  Williams. 

The  following  case  came  under  my  observation  on  the 
20th  April,  1898.  The  patient,  John  Duncan,  was  a 
police  constable  set.  33,  and  was  sent  to  me  at  the  Liver- 
pool Eye  and  Ear  Infirmary  by  Dr.  Macpherson,  the 
police  surgeon.  He  complained  of  drooping  of  the 
right  upper  lid,  diplopia,  and  dimness  of  sight,  which 
had  lasted  three  days.  He  stated  that  three  years 
previously,  in  the  discharge  of  his  duty,  he  had  been 
struck  with  a  stone  on  the  right  temple,  and  that  ever 
since  he  had  occasionally  noticed  a  trickling  of  blood  and 
matter  down  the  right  nostril.  V.  R.  =  ys  c.  +  2  D. 
V.  L.  =  ^.  There  was  no  history  of  syphilis.  Among 
other  notes  made  on  his  paper  was  "  movements  of  the 
globe  restricted  in  all  directions,  some  optic  neuritis, '* 
and  I  wrote  to  Dr.  Macpherson  saying  I  suspected  a 
tumour  in  the  neighbourhood  of  the  optic  foramen  involv- 
ing the  recti  muscles  and  pressing  on  the  optic  nerve.  A 
mixture  of  iodide  of  potassium  was  ordered. 

At  this  stage  I  left  home  for  a  short  holiday,  and  the 
patient  was  transferred  to  the  charge  of  my  colleague, 
Mr.  Shears,  under  whose  care  he  was  admitted  as  an 
in-patient  on  April  28th.  By  this  time,  a  little  more 
than  a  week  from   the  onset  of  the  disease,   vision  had 
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been  reduced  to  hand  reflex.  The  right  pupil  was 
inactive  to  direct  light,  but  acted  consensually.  Nothing 
abnormal  could  be  found  in  the  accessory  cavities.  There 
was  no  anaesthesia  of  the  right  side  of  the  face  or  forehead. 

May  1st. — Sensation  over  right  side  of  nose  absent, 
and  numbness  over  the  right  cheek.  Optic  neuritis 
marked,  but  no  increase  of  proptosis.  The  iodide  was 
increased  to  15  grains,  and  inunction  of  oleate  of  mercury 
was  ordered. 

5th. — The  eye  more  proptosed,  lids  very  tense,  pupil 
somewhat  irregular  and  rather  more  dilated.  A  gland 
behind  the  angle  of  the  jaw  swollen. 

6th. — More  chemosis  of  the  conjunctiva.  The  fundus 
presents  the  appearance  of  a  case  of  embolism  of  the 
central  artery. 

7th. — Patient  was  put  under  chloroform,  and  two 
incisions  made  in  different  situations  in  the  orbital  cel- 
lular tissue,  but  no  pus  flowed,  and  no  bare  bone  was 
found.  In  the  right  nostril,  however,  bare  bone  was 
discovered  high  up.  There  was  now  considerable  pain, 
chemosis,  and  tension,  and  the  glands  at  the  angle  of  the 
jaw  continued  to  increase.  There  was  also  some  dis- 
charge tinged  with  blood  from  the  nostril.  On  account 
of  the  pain  the  patient  slept  badly,  and  a  hypodermic 
injection  was  given.  For  this  reason  also  enucleation  of 
the  eye  was  recommended,  and  on  May  16th  the  eye  was 
removed  by  Mr.  Shears.  The  orbit  was  then  examined 
by  him  as  well  as  by  Mr.  Murray  and  Dr.  Permewan,  but 
no  dead  bone  was  felt,  nor  any  trace  of  a  tumour  discovered. 
The  next  day,  however.  May  17th,  there  was  great  swell- 
ing of  all  the  orbital  tissues.  This  swelling  was  incised, 
but  nothing  but  venous  blood  flowed.  There  was  less 
pain  since  the  enucleation.      Temp.  103"2'^. 

18th. — I  saw  the  patient  for  the  first  time  after  my 
return  home.  There  was  great  swelling  and  protrusion 
of  the  orbital  tissue,  with  oedema  extending  up  the  fore- 
head and  across  the  bridge  of  the  nose.  The  swelling 
had  a  purple  angry  look,  and   the  glands  of  the  neck 
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were  much  swollen  and  matted  together.  The  malignant 
nature  of  the  case  seemed  now  quite  evident^  although 
there  seemed  to  have  been  hitherto  some  doubt  on  the  point. 

21st. — An  angry-looking  growth  was  discovered  in  the 
right  nostril. 

25th. — A  subperiosteal  abscess  which  had  been  forming 
over  the  forehead  was  opened,  and  a  large  quantity  of 
pus  was  discharged. 

30th.— Temp.  103°,  pulse  100.  The  orbital  swelling 
continues  to  increase  as  a  firm  mass,  there  being  no  sign 
of  fluctuation.  The  neck  swelling  also  continues  to  grow. 
The  patient  was  gradually  becoming  more  and  more 
exhausted,  and  on  June  3rd  he  was  transferred  to  the 
Southern  Hospital,  where  he  died  on  June  11th. 

Post-mortem  examination  was  made  on  June  12th  by 
Dr.  Barendt,  Pathologist  to  the  hospital.  It  was  only 
permitted  to  examine  the  head.  *'A  large  f ungating 
mass  was  seen  to  protrude  between  the  tightly  stretched 
eyelids  on  the  right  side.  It  had  a  foetid  odour,  and  was 
covered  with  pus.  On  removing  the  skull-cap  a  mass  of 
green,  foetid,  inspissated  pus  was  found  between  the 
frontal  bone  and  the  dura  mater,  and  on  stripping  the 
latter  from  the  roof  of  the  orbit  pus  was  also  found 
between  it  and  the  bone.  The  posterior  third  of  the 
orbital  roof  was  carious,  and  a  soft  fungating  mass  was 
seen  to  sprout  through  the  fragments  of  dead  bone.  The 
dura  mater  was  here  adherent  to  the  brain,  in  which  there 
were  two  abscess  cavities  containing  green  foetid  pus. 
The  orbit,  on  removing  the  dead  bone,  was  found  to  be 
occupied  by  a  pultaceous  mass  bathed  in  pus.  The  lesser 
wing  of  the  sphenoid  was  necrotic.  The  cribriform  plate 
of  the  ethmoid  bone  was  dark  and  brittle,  and  the 
olfactory  bulb  was  bathed  in  pus.  The  internal  capsule 
was  in  a  state  of  red  softening  anteriorly,  but  posteriorly 
it  was  of  normal  consistence.  The  cortex  of  the  anterior 
third  of  the  right  frontal  lobe,  viz.  that  portion  pressed 
on  by  the  subdural  abscess,  was  diffluent  and  foetid. 
The  left  hemisphere  presented  no  naked-eye  changes. 
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The  growth  in  the  orbit  was  too  soft  to  admit  of  any 
sections  being  made.  Occupying  the  right  submaxillary 
triangle  and  spreading  over  the  upper  half  of  the  sterno- 
mastoid  muscle  was  a  tumour  devoid  of  fluctuation,  firm 
and  immoveable.  An  incision  was  made  into  this  tumour, 
and  although  it  also  showed  signs  of  breaking  down,  a 
piece  was  excised  for  the  purpose  of  examination,  the 
result  of  which  is  before  you. 

Perhaps  the  most  striking  feature  in  this  case  was  the 
extreme  rapidity  with  which  the  disease  progressed  and 
brought  about  a  fatal  termination,  death  taking  place  in 
less  than  two  months  after  the  first  onset  of  the  symptoms. 
In  the  series  of  similar  cases  recently  published  in  the 
'  New  York  Medical  Journal '  by  Dr.  Stedman  Bull,  all 
those  ending  fatally  survived  several  months  or  even 
years  after  the  first  appearancce  of  the  symptoms.  Ano- 
ther remarkable  fact,  vouched  for  by  no  less  than  three 
competent  observers,  was  the  absence  when  the  eye  was 
enucleated  of  any  tumour  in  the  orbit,  and  the  complete 
filling  up  of  that  cavity  by  the  growth  twenty-four  hours 
later.  From  this  it  is  evident  that  the  tumour  did  not 
originate  in  the  orbit,  but  I  have  called  it  "orbital 
tumour,^'  as  I  am  quite  in  the  dark  as  to  which  of  the 
neighbouring  cavities  it  sprang  from.  As  to  treatment, 
it  is  evident  the  case  was  hopeless  from  the  beginning. 

{March  8th,  1894.) 


4.   A  case  of  exostosis  of  the  orbit ;  operation. 

By  E.  Collier  Green. 

E.  E.  W — ,  fet.  23,  a  railway  porter,  first  came  under 
my  observation  in  October,  1891,  now  more  than  two 
years  ago.      His  right  eye  was  displaced  downwards  and 
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outwards  by  a  hard  immoveable  growth  springing  from  the 
upper  and  inner  wall  of  the  orbit.  Vision  was  normal  in 
both  eyes,  and  there  was  no  diplopia.  He  had  been  aware 
of  the  existence  of  the  growth  for  two  years,  and  had  seen 
more  than  one  surgeon  who  advised  against  any  operation. 
The  case  was  kept  under  observation,  and  the  growth  of 
the  tumour  was  hardly  perceptible.  In  August,  1893,  the 
man  complained  that  his  sight  in  that  eye  was  not  so  good 
as  it  ought  to  be.  On  examination  V.  was  found  to  be 
reduced  to  g^  in  the  right  eye. 

With  —2D.  cyl.  and  —ID.  sph.  he  could  see  |-  well. 
There  was  no  diplopia.  As  any  further  impairment  of 
vision  would  cause  him  to  lose  his  situation  I  advised 
operation,  and  asked  Mr.  Silcock  to  see  the  case,  and  to 
undertake  the  operation  if  he  thought  the  case  a  suitable 
one.  This  he  very  kindly  did,  and  the  result  so  far,  at 
any  rate,  has  proved  most  successful. 

Vision  in  the  eye  has  improved  to  ys  °^  T^  Partly,  and 
with  -2D.  cyl.  V.  =  f . 

The  growth  was  removed  September,  1893. 

{December  Uth,  1893.) 

Mr.  Power  said  that  he  had  seen  a  similar  case,  and  he 
and  Mr.  Hartridge  had  spent  a  whole  morning  cutting  it 
away.  It  was  very  hard  to  remove,  especially  as  there 
was  always  the  danger  that  with  the  chisel  and  mallet  it 
was  easy  to  damage  the  thin  orbital  plate.  He  asked 
what  instrument  had  been  used  in  the  removal.  He 
also  inquired  whether  he  took  any  precautions  to  avoid 
penetrating  the  deeper  tissues. 

Mr.  Silcock  said  he  had  used  the  electro-motor  drill. 
It  rotated  with  great  rapidity,  and  it  enabled  one  to  pierce 
the  hardest  bone  with  ease.  The  whole  operation  did  not 
take  more  than  about  seven  minutes.  The  drill  was  much 
safer  than  with  the  chisel  and  mallet  ;  by  making  a 
series  of  small  holes  through  the  base  of  the  exostosis  he 
was  able  to  detach  it  finally  by  a  touch  with  the  chisel 
and  mallet. 
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5.   Sarcoma  of  orbit. 
By  Kenneth  Scott. 

The  patient,  an  Egyptian  peasant,  was  a  man  get.  50. 
He  came  under  treatment  on  November  30tli,  1891,  on 
account  of  a  tumour  of  his  left  eye,  which  was  ultimately 
found  to  be  a  spindle-celled  sarcoma. 

The  tumour  had  begun  thi'ee  years  previously  as  a 
localised  swelling  of  the  outer  part  of  the  conjunctiva, 
and  grew  slowly  in  size,  pain  becoming  coincidently 
greater  as  the  tumour  increased. 

On  examination  he  was  found  to  have  a  cyst-like 
tumour  occupying  rather  more  than  half  of  the  left 
palpebral  aperture  ;  the  eye  itself  was  normal  except  that 
its  movements  towards  the  outer  side  were  somewhat 
restricted.  The  tumour  was  ovoid  in  shape,  and  ex- 
tended from  the  orbital  margin  at  the  outer  end  of  the 
eyebrow,  under  the  upper  eyelid  downwards  and  inwards 
over  the  outer  part  of  the  globe  to  the  margin  of  the 
lower  eyelid,  depressing  it  slightly.  Its  longest  axis 
measured  3 '4  cm.,  and  its  transverse  axis  measured  2 "9  cm. 
The  tumour  was  slightly  moveable  over  the  globe,  and  to 
a  certain  degree  separable  from  it.  It  was  light  pink  in 
colour,  smoothly  lobular  in  form,  and  had  a  polished 
epithelial  surface.  There  was  no  glandular  enlarge- 
ment. 

The  patient  would  not  consent  to  the  removal  of  his 
left  eye,  so  on  December  17th  the  tumour  was  removed 
through  the  palpebral  aperture.  It  appeared  to  be 
perfectly  isolated  and  encapsuled.  Nine  days  later 
(December  26th),  when  the  oedema  following  the  opera- 
tion had  subsided,  there  was  found  to  be  total  paralysis 
of  the  left  external  rectus  muscle.  This  must  have 
occurred  from  that  muscle  having  been  the  primary  site 
of  growth,  because  no  other  tissue  than  that  of  the  tumour 
was  removed. 
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On  January  12tli,  1892  (twenty-six  days  after  operation), 
the  tumour  recurred  at  its  former  site  as  a  small,  sharply 
defined,  rounded  swelling,  which  rapidly  increased  in  size. 
The  patient  obstinately  declined  all  further  operative 
interference,  being  thereto  influenced  by  the  still  normal 
vision  of  the  affected  eye ;  so  he  was  dismissed  a  few 
days  later. 
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XII.  CONGENITAL    ABNOEMALITIES. 

1.   Congenital  serous  cysts  of  the  eyelids  associated  with 
anophthalmos  or  microphthalmos. 

By  Simeon  Snell. 

Cases  of  congenital  cysts  situated  in  tlie  eyelids,  and 
associated  with  either  an  absence  of  eyeball  or  with  only 
a  diminutive  globe,  are  rarely  met  with.  In  the  '  Trans- 
actions '  of  this  Society  for  1884  I  placed  on  record  two 
cases  which  up  to  that  time  had  come  under  my  notice. 
I  purpose  on  this  occasion  to  relate  three  more  instances 
which  I  have  since  then  observed. 

I  am  also  able  to  show  photographs  of  these  cases. 
In  the  previous  report  an  illustration  of  one  of  my  two 
cases  was  given. 

Case  1. — A  child,  a  female,  was  brought  to  me  some 
years  ago  when  only  a  few  months  old.  The  right  eye 
and  oi'bit  were  perfectly  normal.  In  the  left  lower 
eyelid,  however,  was  a  swelling  the  size  of  a  walnut.  It 
was  bluish  in  colour  on  the  surface,  and  on  drawing  away 
the  eyelid  the  cyst — for  such  it  was — was  found  to  reach 
into  the  orbit  deeply  along  the  floor  of  that  cavity.  The 
bony  walls  of  the  orbit  were  properly  formed,  as  were  the 
lids,  and  the  palpebral  fissure  was  normal.  Any  eye  if 
present  was  obscured  entirely  by  the  swelling  in  the 
lower  lid  and  in  the  orbit. 

Case  2. — Louisa  V —  was  brought  to  me  at  the  Sheffield 
Infirmary  in  August,  1889,  at  the  age  of  six  weeks.  In 
the  right  upper  eyelid  was  observed  a  rounded  swelling 
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involving  the  whole  eyelid,  but  it  was  especially  marked 
at  the  outer  part.  It  reached  to  the  eyebrow,  was  tense 
and  fluctuating',  bluish  in  appearance,  and  had  also  a  semi- 
transparent  look.  It  was  most  prominent  at  the  centre 
of  the  lid.  The  size  of  the  swelling  was  about  that  of  a 
pigeon^s  egg-  It  further  reached  along  the  roof  of  the 
orbit  nearly  filling  the  cavity,  and  no  eyeball  was  to  be 
detected. 

The  mother  of  this  child  was  a  healthy  woman.  She 
could  assign  no  cause  for  the  condition  described,  and 
remembered  no  fright  during  pregnancy.  She  had  three 
other  children  ;  two  girls  are  living,  and  another  died 
aged  fifteen  months  of  convulsions.  There  was  nothing 
to  mention  about  the  father.  No  history  of  deformities 
in  the  family. 

On  September  9th  the  cyst  was  tapped,  and  about  a 
teaspoonful  of  straw-coloured  fluid  was  withdrawn. 

September  16th. — The  cyst  had  by  this  date  quite 
refilled.  It  was  now  freely  opened,  and  part  of  the  cyst 
wall  in  the  orbit  was  dissected  out. 

After  this  the  cyst  did  not  re-form,  and  a  careful 
examination  made  under  chloroform  did  not  disclose  any 
eye  in  the  orbit. 

Reference  will  be  made  presently  to  the  character  of 
the  fluid. 

Case  3. — John  R —  was  admitted  into  the  wards  of  the 
Sheffield  General  Infirmary  in  April,  1892.  At  this  time 
the  child  was  ten  months  old.  In  the  right  lower  eyelid 
was  a  swelling  giving  the  lid  a  protruding  appearance. 
It  was  less  blue  on  the  surface  than  was  the  case  with 
the  other  instance  already  related  ;  it  was  fluctuating,  and 
was  thought  to  pulsate  synchronously  with  the  anterior 
fontanelle  ;  it  swelled  up  more  when  the  child  cried.  It 
reached  into  and  in  a  large  measure  filled  the  orbit. 

It  was  (April  4th)  tapped  with  a  fine  trocar,  and  the 
fluid,  which  was  clear,  examined  in  the  way  to  be  presently 
mentioned.     The  cyst  was  not  completely  emptied. 
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For  a  time  the  child  was  lost  sight  of  in  consequence 
of  illness,  and  nothing  was  known  of  him  beyond  the 
fact  that  the  cyst  had  quickly  refilled.  It  may  be  men- 
tioned that  the  cyst  was  first  observed  when  the  child 
was  only  a  few  days  old ;  that  while  on  both  sides 
the  bony  orbit  was  normal,  both  eyes  were  microph- 
thalmic,  especially  the  right,  which  was  small  and  rudi- 
mentary ;  the  left  eye  had  a  coloboma  below.  In 
the  left  it  was  questionable  if  any  vision  existed  ; 
no  reflex  could  be  obtained  with  the  ophthalmoscope. 
There  was  nothing  to  note  in  the  personal  history  or  in 
the  family  history  as  to  deformities  on  either  the  father's 
or  mother's  side. 

In  November,  1892,  the  cyst  was  again  tapped,  and 
about  2  ounces  of  a  pale  straw-coloured  fluid  drawn  off 
by  means  of  a  fine  trocar.  Chloroform  was  administered 
for  this  purpose  ;  immediately  after  the  fluid  was  with- 
drawn the  child  became  very  pale  and  vomited.  It  was 
rather  doubtful  whether  this  sickness  was  due  to  the 
anaesthetic. 

The  cyst  quickly  refilled,  and  a  fortnight  later,  on 
December  5th,  it  was  decided  to  draw  off  the  fluid  again 
more  completely  than  before,  and  if  necessary  to  dissect 
out  the  wall  of  the  cyst.  To  observe  the  effect  of  the 
tapping,  chloroform  was  not  given  for  the  use  of  the 
trocar.  More  fluid  was  drawn  off  than  on  the  last 
occasion.  The  child  vomited  at  once  and  the  cyst  imme- 
diately refilled.  The  swelling  was,  moreover,  at  once 
larger  than  it  had  been  before,  and  it  pulsated.  No 
attempt  was  therefore  made  to  dissect  the  cyst  out.  For 
the  remainder  of  that  day  the  child  was  ill,  and  he 
vomited  at  times.  The  following  day  the  tempei'ature 
was  102'4°,  and  the  child  was  again  sick.  There  was 
some  retraction  of  the  head,  drowsiness,  and  restlessness. 
It  was  feared  that  meningitis  was  supervening,  and  for 
some  days  the  child  was  seriously  ill.  The  cyst  had 
become  much  swollen  and  red,  and  it  was  anticipated 
that    suppuration   would  take   place  ;   this,    however,  did 
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not  occur,  but  with  the  improvemeut  iu  the  child^s  general 
condition  the  swollen  state  of   the  lids  abated. 

On  December  20th  it  is  noted  that  the  patient  had 
much  improved;  temperature  was  normal;  cyst  was  smaller 
and  more  solid. 

A  note  on  July  1st,  189o,  says  that  the  tumour  has 
entirely  disappeared  ;  the  cbild  could  open  the  lids,  and 
the  ill-developed  eyeball  was  visible  as  a  small  stump. 

In  my  former  article  1  discussed  the  literature  on  the 
subject  of  these  cysts,  and  referred  to  the  cases  then 
on  record.  I  need  not  again  enter  upon  these  matters. 
Doubtless  other  instances  have  since  then  been  observed 
and  noted. 

A  point  to  remark  about  my  cases  is  that,  like  all  that 
I  am  acquainted  with  on  record,  four  occurred  in  the 
lower  eyelid.  One,  however,  stands  out  as  peculiar  in 
that  the  cyst  was  situated  in  the  upper  eyelid. 

My  cases  agree  with  others  in  their  association  with 
diminutive  eyes,  oi-  in  cases  where  the  globe  was  alto- 
gether wanting  ;  possibly  in  the  latter,  dissection  of  the 
orbit  would  have  shown  a  very  rudimentary  organ.  The 
cause  of  these  peculiar  cysts  was  discussed  by  me  in  my 
former  paper,  and  the  support  which  I  then  felt  able  to 
give  to  Van  Duyse's  theory,  that  they  arise  in  consequence 
of  an  ectasia  of  a  coloboma  which  has  become  encysted, 
is  further  strengthened  by  the  relation  ,  of  the  present 
cases,  each  with  associated  deformity  of  the  globe. 

The  practical  and  important  point  is,  however,  the  one 
of  diagnosis.  It  should  not  be  difficult  to  separate  such 
a  case  from  a  dermoid  cyst ;  the  appearance  and  situation 
of  the  two  should  suffice.  Nor  should  there  be  much 
difficulty  with  even  a  high  degree  of  hydrophthalmos, 
which  is  mentioned  as  one  to  be  confounded  with  a  pal- 
pebral serous  cyst.  The  chemical  analysis  of  the  fluid,  if 
it  were  necessary  to  proceed  so  far,  would  enable  a  cor- 
rect conclusion  to  be  arrived  at.  Hydatid  would  in  the 
same  way  be  set  at  rest  with  a  microscopical  and  chemical 
examination. 

VOL.   XIV.  13 
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The  real  poiut  is  between  these  cysts  and  meningocele. 
A    tumour  especially  situated    at   the    inner    side   of   the 
orbit    would  always   lead   one   to   consider   the  possibility 
of  having-  a  meningocele  to  deal  with.      This  is  the  situa- 
tion where  such  a  tumour  would  seem  to  be  apt  to  occur. 
The  plan  to  settle  the   diagnosis   is,  it  would   appear,  the 
one  which    was    adopted   in    my   cases,    viz.    to    draw    off 
with  a  fine  trocar  sufficient   of   the  fluid  to  permit  of  its 
being   examined  with    reagents.       The  fluid   is    generally 
straw-coloured,  but  in  my  last  case   it  was  lighter  than 
I  had  before  met  with.      In  each  case  the  examination  of 
the  fluid    chemically  made   the    diagnosis    simple.      Some 
little   doubt  was   caused   in    the    last   case    by   the    rapid 
filling  of  the  cyst  again,  and  the  illness  which  ensued.      I 
do  not,  however,  think  that  the    cyst   differed    in  reality 
from   the   others    which   I    have   reported.      Examination 
disclosed  what  one  almost  regarded   as  a  large   fissure  at 
the  back  of   the  orbit,  whether  an  enlarged  optic  foramen 
or   sphenoidal   fissure    I    do    not    know,   which  permitted 
the  impulse  to  be  conveyed  to  the  swelling  in  the  lid. 

I  give  here  the  table  from  Van  Duyse,  setting  forth 
the  chemical  and  other  properties  of  the  contents  of  these 
cysts,  and  of  those  from  which  it  is  necessary  to  diagnose 
them.  Examination  of  the  fluid  withdrawn  from  each  of 
my  cases  showed  it  to  correspond  with  that  indicated  in 
the  first  column. 

{June  4th,  1894.) 
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2.    Cane  of  trichosis  hulbi. 

By   D.   Argyll  Robertson. 

James  K — ,  set.  14.  Case  of  curious  form  of  dermoid 
tumour  of  the  conjunctiva.  It  is  situated  behind  the 
Tipper  eyelid  (right  side)  towards  the  outer  canthus.  It 
is  a  small  vascular  swolliug-  with  two  hairs  growing  from 
the  summit.      There  is  almost  no  conjunctival  irritation. 

Fig.  17. 


The  tumour  was  "  dermoid  "  in  its  structure,  the  con- 
junctiva at  the  part  being  much  thickened,  and  presenting 
the  characters  of  true  skin.  It  extended  to  about  3  mm. 
from  the  margin  of  the  cornea,  and  was  of  firm  elastic 
texture.  The  external  surface  of  the  lid  was  projected 
slightly  forwards  by  the  growth.  Three  or  four  good 
sized  hairs  of  dark  colour  grew  from  about  its  centre. 

{3Iaij  3rd,  1894.) 
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3.  Case  of  a  'patient  with  congenital  excess  of  pigment  in 
the  uveal  tract  and  j^ig mentation  of  the  sclerotic  in  one 
eye,  which  late  in  life  became  the  seat  of  a  melanotic 
sarcoma. 

By  E.   Treacher  Collins. 

It  is  well  known  that  congenital  pigment  patches  of 
the  skin,  in  the  shape  of  moles  frequently  form  the  start- 
ing-points of  melanotic  sarcomata.  Congenital  pigmented 
nodules  of  the  iris  termed  melanomata  are  usually  quite 
innocent  growths,  but  have  been  known  late  in  life  to 
assume  a  malignant  character.  Moles  of  the  skin  and 
melanomata  of  the  iris,  are  not  simply  patches  of  normal 
tissue  more  highly  pigmented  than  the  surrounding  pai'ts, 
but  contain  in  them  little  patches  of  embryonic  tissue 
which  microscopically  is  indistinguishable  from  saixoma- 
tous  tissue. 

The  case,  of  which  the  narrative  is  appended,  is  that  of 
a  woman  who  had  congenitally  an  excess  of  pigmentation 
in  the  uveal  tract  of  one  eye,  and  also  patches  of  pigmen- 
tation in  the  episcleral  tissue  ;  at  the  age  of  sixty-three  a 
melanotic  sarcoma  grew  in  her  ciliary  body. 

It  is  possible  that  the  occurrence  of  such  a  growth  in 
such  an  eye  may  have  been  a  mere  coincidence.  It  is 
scarcely  possible  to  imagine  that  the  excess  of  pigment 
alone,  could  increase  the  liability  of  a  part  to  become 
the  seat  of  a  growth  of  this  character.  The  probability 
is,  I  think,  that  in  addition  to  the  congenital  excess 
of  pigment  there  was  in  the  ciliary  body  a  patch  of 
embryonic  tissue,  similar  to  that  found  in  moles  of  the 
skin  and  melanomata  of  the  iris. 

Miss  B — ,  aet.  63,  came  as  a  private  patient  to  Mr. 
Nettleship  on  June  13th,  1898,  complaining  of  recent 
failure  of  vision  in  her  right  eye.  On  examination  many 
pigmented  spots  were  seen  in  the  sclerotic  in  the  ciliary 
region.      The  iris  of  her  right  eye  was  a  dark  hazel,  that 
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of  the  left  of  a  similar  colour,  but  much  lighter.  These 
brown  spots  on  the  right  eye  and  the  dark  condition  of 
its  iris  had,  she  stated,  always  existed. 

With  the  ophthalmoscope  a  mass  could  be  seen  on 
the  nasal  side  behind  the  lens,  the  pupil  responded  nor- 
mally to  light,  the  tension  of  the  eye  was  normal  or 
slightly  more  than  the  left.  V.  =  -^q  barely.  The 
vision  of  the  left  eye  was  =  ^  partly.  An  intra-ocular 
growth  was  diagnosed,  and  the  right  eye  excised  three 
days  later. 

PatJiological  examination. — The  eyeball  was  divided 
into  two  by  an  equatorial  section,  and  then  the  front  part 
was  again  halved  by  an  antero-posterior  one.  A  deeply 
pigmented  tumour  is  seen  on  the  inner  side  of  the  globe, 
growing  partly  from  the  ciliary  body  and  partly  from  the 
choroid.  It  extends  from  the  root  of  the  iris  almost  up 
to  the  margin  of  the  optic  nerve.  It  is  broadest  ante- 
riorly, where  it  embraces  the  side  of  the  lens,  behind  which 
it  reaches  almost  the  middle  line  of  the  globe.  The  uveal 
tract  elsewhere  is  very  deeply  pigmented.  The  retina  is 
pushed  inwards  in  front  of  the  growth,  but  elsewhere  is 
in  situ.      The  cortical  layers  of  the  lens  appear  degenerate. 

Microscopical  appearances. — Bleached  sections  of  the 
growth  show  it  to  be  composed  o£  closely  packed  round  and 
small  spindle-shaped  cells  with  very  little  intercellular 
substance  between  them.  In  unbleached  sections  the  pig- 
ment is  so  dense  that  except  in  one  or  two  patches  here 
and  there  the  shape  of  the  cells  cannot  be  distinguished. 
A  few  thin-walled  blood-channels  course  through  it.  The 
growth  in  its  extension  forwards  has  invaded  the  loose 
tissue  between  the  ciliary  body  and  sclerotic,  displacing 
the  former  forwards  and  inwards.  It  has  not  in  the 
sections  examined  invaded  the  fibres  of  the  ligamentum 
pectinatum  which  give  origin  to  the  ciliary  muscle,  and  so 
has  not  entered  the  anterior  chamber.  The  stroma  of 
the  ciliary  body  in  the  neighbourhood  of  the  tumour  as 
well  as  in  other  parts  is  unusually  densely  pigmented, 
likewise  the  stroma  of  the  iris  and  choroid.      Patches  of 
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pigmentation  are  also  seen  in  the  episcleral  tissue.  In 
bleached  sections  of  the  uveal  tract  nothing  abnormal  is 
detected  except  in  the  region  of  the  growth. 

{December  Uth,  1893.) 


4.   Binocular  iiohjcoria. 

By  H.  Work  Dodd. 

(With  Plate  VI.) 


Fred.  B — ,  ast.  20,  a  gardener,  came  to  the  Roj-al 
Westminster  Ophthalmic  Hospital  complaining  of  defective 
vision,  and  desiring  to  be  supplied  with  a  pair  of  spectacles 
"to  help  him  on  a  bit." 

The  cornese  are  normal  in  measurement,  and  the  corneo- 
scleral rings  are  in  places  indistinctly  defined.  In  the 
right  eye  there  is  a  small  faint  cloud  at  the  lower  and 
outer  segment  of  the  cornea.  In  the  left  eye  there  is 
also  a  faint  nebulous  appearance  at  the  outer  side  of 
cornea.  There  are  no  vessels  here  to  be  seen  with  high 
plus  lenses  in  either  eye. 

The  irides  are  of  a  cold  sepia-brown  colour,  and  are 
strikingly  peculiar  in  appearance. 

The  right  iris  gives  the  impression  of  having  been  at 
one  time  a  complete  septum,  subsequently  irregularl}^ 
torn  or  pierced.  There  are  four  pupils  or  openings  to  be 
seen  in  it ;  the  largest,  shaped  something  like  an  apple 
pip,  is  situated  on  the  outer  side,  and  extends  to  the 
corneo-scleral  border,  there  being  no  iris  visible  at  its 
outer  edge.  The  next  in  size  is  on  the  inner  side,  and  lies 
horizontally  in  the  transverse  meridian  of  the  eye.  This 
gives  the  impression  of  being  a  simple  separation  of  the 
fibres  of  the  iris.  The  two  other  openings  are  in  nearly 
a  vertical  meridian  of  the  area ;  the  upper  and  smaller 
one  is  a  little  oval  slit  in  the  iris,  the  lower  and  larger  is 
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somewhat  triangulai-  in  form,  and  does  not  extend  to  the 
corneal  edge.  The  superior  extremity  of  this  latter  open- 
ing may  just  occupy  a  small  portion  of  the  situation  of  a 
normal  pupil  ;  the  lower  portion,  appearing  to  he  pulled 
downwards  and  outwards,  lies  near  the  corneal  cloud  men- 
tioned above.  A  quantity  of  lighter  coloured  iris  material 
surrounds  the  two  vertical  openings.  All  the  spaces  react 
to  light,  but  there  is  no  reaction  of  accommodation.  The 
lower  vertical  pupil  corresponds  most  nearly  to  the  normal 
one  in  function. 

The  left  iris  also  has  a  septum-like  appearance,  and 
there  are  six  openings  in  it.  The  largest  is  on  the  outer 
side,  and  occupies  about  a  third  of  the  area  ;  it  is 
irregularly  oval  in  shape,  and  its  border  is  rough  in  places. 
There  is  a  distinct  piece  of  iris  to  be  seen  at  the  corneal 
peripher}',  near  the  cloud  pointed  out  above  in  this 
position.  The  remaining  four  are  more  or  less  slit-like 
apertures  or  separations  of  the  fibres  of  the  iris  directed 
from  the  periphery  towards  the  centre  of  the  pupillar}' 
area.  There  is  here,  surrounding  the  great  outer  opening 
in  nearly  its  whole  extent,  the  same  light-coloured  iris 
material  as  appears  in  the  other  eye.  All  the  openings 
react  to  light,  but  there  is  no  response  to  accommodation. 
The  outer  one  corresponds  mo.st  neai'ly  in  function  to  the 
normal  pupil.  The  lighter  coloured  iris  material  appears 
to  fill  the  situation  of  the  sphincter  pupilJEe,  as  it  sur- 
I'ounds  the  most  normal  pupil  in  each  eye,  and  the  radial 
fibres  of  the  irides  are  dii'ected  toAvai-ds  it  in  each  case. 

Under  atropine  the  openings  change  their  shapes  con- 
siderably, as  is  well  shown  in  the  water-colour  paintings. 
The  openings  which  correspond  to  the  normal  pupils  are 
now  widely  dilated. 

There  is  no  abnormality  to  be  seen  in  the  fundus  of 
either  eye,  except  the  results  of  marked  astigmatism. 
The  lens  borders  and  the  suspensory  ligaments  are  visible 
in  those  openings  which  extend  to  the  periphery  of  the 
area,  and  appear  normal. 

Refraction. — Before  atropine  : 


DESCRIPTION  OF  PLATE  VI, 

Illustrating  Mr.  H.  Work  Dodd's  case  of  Binocular  Polycoria 
(p.  199). 

Fig.  1. — The  iris  in  the  right  and  left  eyes. 

Pig.  2. — The  same  eyes  under  the  influence  of  atropine. 


Trans.  Ophth.  Scc.Vcl.XlV.  PI. 
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R  Jt-  _  4  n  -  -iL  ;;;  /  ^^^'  Poi"*^  J-  ^  ^^  ^4  cm. 
1^-  0.,     *  »^-       1 8  •"  I  Nenr  point  J.  1  at  10  cm. 

T      «_^r)—    «"J  ^'^'  point  J.  1  at  18  cm. 
1..  ^,^     .i  u.  -  T8  "  ■[  Near  point  J.  1  at  12  cm. 

After  atropine — three  days  : 

T>     ^       .  „         „    ...       -4-50  D.  sph.  ==  ^  iii  -> 

l)inoc.  V.  =  §  V. 


J  XV.  ^„       *   U.  -  ^  111..,    _2.,Q  jj_  ^yj    ^^     jgQO 

^'11     "-3D-   "   ii         -2:VAD^sph.  =  tiii 


-3-25  D.  cyl.ax.20° 

Fourteen  days  later  glasses  ordered  for  constant  wear  : 

r  -5  D.  sph.         =  {}  V.  ^ 

"1  -2-50D.  cyl.ax.  160"   I     . 

{o  T\       \  (■       >uinoc.  V.  =  {i  IV. 

—  3D.  sph.  =  It      I 

-3-25  D.  cyl.  ax.  20°  J 

As  far  as  he  knows  and  can  obtain  information  he  was 
born  with  this  condition  of  eyes.  His  vision  has  always 
been  bad,  and  he  thinks  that  he  has  not  seen  so  well 
during  the  last  five  years.  He  cannot  "  stand  much 
light,'^  seeing  very  badly  when  exposed  to  bright  sun- 
light. He  seems  not  to  have  been  troubled  by  polyopia, 
and  objects  which  lie  within  his  range  are  quite  distinct. 
His  colour  vision  is  normal.  He  has  no  other  abnormali- 
ties except  a  "  flattening  of  the  anterior  parts  of  the 
superior  maxillae  and  a  lack  of  the  left  upper  canine 
tooth  ^'  (Mr.  Barkley). 

His  father  died  two  years  ago,  at  forty-six  years  of  age, 
from  ''  consumption."  His  mother  died  from  "  cancer  of 
the  breast  "  thirteen  years  ago,  at  forty-two  years  of  age. 

He  has  two  brothers  and  a  sister  living,  and  has  lost 
none.  They  are  all  well,  and  have  no  physical  peculi- 
arities. 

Many  of  the  cases  of  congenital  deformity  of  the  iris 
appear  to  be  the  results  of  intra-uterine  inflammation.  In 
this  case  there  are  no  indications  of  such  a  condition 
havinsr  existed  :  the  cloudiness  in  the  corneo-scleral 
junction  is  probably  the  result  of  malformation.  On  the 
whole  I  am  inclined  to  regard  the  case  as  one  of  simple 
perversion  of  development. 

{Card  specimen.      June  \'\th,  1804.) 
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5.   Pulfiati.ng  exnpldhalmos  {congenital) . 
By  Ernest  Clarke. 

Patient  is  a  well-developed  boy  set.  3  years.  He  is 
the  eleventh  child,  and  no  instruments  were  used  at  his 
birth,  which  was  easy  and  natural.  There  is  no  history 
of  any  kind  of  injury. 

Fig.  18. 


The  protruded  and  displaced  eye  was  noticed  at  birth. 
During  the  last  few  niontlis  the  parents  think  the  exoph- 
thalmos has  increased. 
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Present  condition. — The  right  eye  is  considerably 
protruded  and  displaced  down  and  out.  Very  naai'ked 
pulsation  synchronous  with  the  systole  is  both  seen  and 
felt.  With  the  stethoscope  an  intermittent  blowing 
murmur  can  be  heard  over  the  right  temple. 

The  right  optic  disc  is  of  a  pearly  whiteness ;  the 
retinal  veins  are  dilated  and  the  arteries  small. 

{January  2b  th,  1894.) 

The  President  said  he  was  very  much  interested  in  this 
case  of  pulsating  exophthalmos.  He  had  had  two  cases  of 
the  kind,  both  of  traumatic  origin,  in  which  instead  of  liga- 
turing the  common  carotid  he  had  had  recourse  to  electro- 
lysis with  a  successful  result  in  both  cases.  He  passed 
round  photographs  of  the  last  case  before,  and  of  the 
first  after  treatment.  Although  both  cases  were  under 
his  care  at  the  same  time  as  children,  the  latter  had 
returned  to  him  only  three  months  ago.  The  exophthal- 
mos was  extremely  well  marked,  and  a  bruit  could  be  heard 
without  even  applying  the  ear,  and  the  eye  could  be  seen 
pulsating  from  a  distance.  The  tumour  extended  over 
and  involved  the  other  orbit,  and  a  fatal  termination  might 
have  occurred  at  any  moment  from  the  slightest  accident. 
He  would  have  operated  years  ago  but  for  the  repugnance 
of  her  friends.  In  both  cases  the  electrolysis  had  been 
carried  out  by  his  friend  Dr.  Duncan,  who  had  given 
special  attention  to  this  method  of  treatment,  and  the 
result  had  been  a  complete  cure  of  the  arterio-venous 
aneurism.  As  sight  had  already  been  destroyed,  this 
unfortunately  was  not  of  so  much  importance ;  the 
protrusion  had  at  one  time  attained  such  dimensions  that 
the  cornea  had  sloughed,  necessitating  enucleation.  In 
the  other  case  the  protrusion,  though  well  marked,  i-eceded 
as  the  result  of  the  treatment,  and  the  results  were  in 
every  way  satisfactory.  He  suggested  that  the  author 
should  give  this  treatment  a  trial  before  ligaturing  the 
carotid. 

Dr.   Stephen  Mackenzie  asked  on  what  grounds  the 
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diagnosis  of  aneurism  was  arrived  at.  He  referred  to  a 
case  of  great  proptosis  which  was  being  attended  by  Mr. 
Critchett,  and  great  doubt  was  felt  as  to  the  nature  of  the 
case.  He  was  asked  by  Mr.  Critchett  to  see  the  case 
with  Sir  William  Jenner  and  himself  with  specinl  reference 
to  the  examination  of  the  blood  without  any  result  in 
respect  of  causation.  He  had  heard  from  Sir  William 
Jenner  that  the  patient  had  ultimately  made  a  satisfactory 
recovery.  It  was  thought  to  be  a  case  of  thrombosis,  but 
he  could  not  say  on  what  grounds,  nor  could  he  give 
details  of  the  subsequent  history. 

Mr.  Carless  urged  that  a  marked  distinction  ought  to 
be  made  between  the  case  brought  forward  by  Mr, 
Clark,  which  was  probably  congenital,  and  the  cases 
referred  to  by  the  subsequent  speakers,  occurring  in 
young  men  or  adults  as  the  result  of  traumatism.  Mr. 
Rivington  had  long  since  pointed  out  that  a  so-called 
intra-orbital  aneurism  might  be  due  to  a  variety  of  con- 
ditions, showing  that  in  children  it  usually  arose  from 
an  aneurism  by  anastomosis,  whereas  in  adults  it  was 
truly  aneurismal  in  origin.  The  case  under  discussion 
was  probably  one  of  pulsating  nsevus,  or  of  aneurism  by 
anastomosis.  He  referred  to  a  case  in  an  infant  of  six 
months  which  had  recently  come  under  his  care  at  the 
South  London  Ophthalmic  Hospital,  being  subsequently 
transferred  for  treatment  to  King's  College  Hospital. 
There  was  here  no  exophthalmos,  but  merely  a  pulsating 
tumour  deeply  placed  in  the  upper  and  inner  angle  of  the 
orbit,  but  evidently  not  extending  behind  the  eye.  It 
had  been  under  treatment  for  some  time  at  Guy's  Hospital, 
but  apparently  without  much  benefit,  the  tumour  having 
indeed  increased  in  size.  The  case  was  treated  by  elec- 
trolysis, and  after  three  pretty  smart  applications  of  the 
constant  current  the  pulsation  ceased  entirely,  and  at 
present  there  was  no  trace  of  the  original  tumour  beyond 
a  slight  fibroid  thickening.  As  for  ligature  of  the 
common  carotid  in  a  child  three  years  old,  it  was 
generally   considered    to   be   a   method    of   treatment   not 
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unattended  by  risk^  a  fatal  result  having  not  uncommonly 
followed. 

Dr.  Hill  Griffith  suggested  tliat  before  deciding  to 
operate  a  careful  examination  should  be  made  with  the 
patient  under  chloroform.  It  occurred  to  him  that  it 
might  be  a  meningocele,  the  situation  corresponding 
to  one  of  the  spots  where  meningoceles  made  their 
appearance,  and  if  so  one  would  probably  be  able  under 
chloroform  to  make  out  with  the  finger  its  aperture  of 
exit  between  the  nasal  and  lacrimal  bone. 

Mr.  Bales  referred  to  the  case  of  a  lad  ast.  17, 
who  had  his  head  crushed  between  two  trolleys  in  a 
coal  mine.  Within  a  week  or  so  of  the  accident  he  not 
only  developed  a  large  proptosis,  but  also  a  marked  mur- 
mur and  thrill  which  he  took  to  be  the  diagnostic  sign  of 
a  communication  between  an  artery  and  the  sinus.  Most 
of  them  would  agree,  he  observed,  that  all  the  other 
symptoms  short  of  the  thrill  might  result  from  throm- 
bosis. There  was  considerable  distension  of  the  veins 
about  the  proptosed  eyeball,  and  so  satisfied  was  he  of  the 
aneurismal  nature  of  the  swelling  that,  as  the  age  of  the 
patient  was  a  favorable  one  for  tying  the  carotid,  he  felt 
that  this  Avould  be  the  proper  course  to  pui'sue.  He  had 
shown  the  patient  at  one  of  the  local  medical  societies  for 
the  opinion  of  the  surgeons  present.  To  his  surprise  his 
surgical  colleagues  did  not  agree  as  to  the  proposed 
treatment,  so  he  promised  to  bring  him  up  again  at  another 
meeting.  In  the  interval  the  condition  got  well  sponta- 
neously. It  was  true  that  iodide  of  potassium  was  being 
given,  but  he  could  not  say  whether  this  had  anything  to 
do  with  the  recovery.  Ultimately  the  eyeball,  which  was 
lost  by  a  kind  of  hEemorrhagic  glaucoma,  underwent 
atrophy. 

Mr.  Jonathan  Hutchinson  mentioned  the  case  of  a 
young  man  jet.  19,  under  the  care  of  Mr.  Walker  of 
Liverpool.  '^Phcre  was  proptosis  due  apparently  to  a 
tumour  behind  the  globe  with  pulsation  and  bruit.  Mr. 
Walker  was   desirous   to  ligature  the   carotid,   and   they 
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had  asked  Mi'.  Timothy  Holmes  to  meet  them  in  coiisulta- 
tioUj  and  the  final  decision  was  to  delay  the  operation ,  to 
give  iodide  of  potassium  freely,  and  to  apply  an  ice-bag- 
over  the  forehead.  He  had  not  seen  the  patient  since, 
but  he  had  heard  that  he  recovered  completely. 

Mr.  Clarke  in  reply  said  lie  should  certainly  give  the 
treatment  by  electrolysis  a  trial  before  proceeding  further. 
Meningocele  had  been  thought  of,  but  no  tumour  properly 
so  called  could  be  felt.  The  pulsation  seemed  to  come 
from  quite  behind  the  eyeball. 


6.   Notes    oil  iieculiar    ophthahnic  conditions    occurring    in 
members  of  one  familij. 

By  A.  Freeland  Fergus, 

The  following  circumstances  connected  with  a  family 
seem  to  us  worthy  of  being  recorded.  The  family  consists 
of  a  father  and  mother,  both  of  whom  survive,  and  of  six 
children.  Three  of  the  children  have  serious  lesions  in 
their  eyes,  and  three  are  perfectly  healthy.  The  father 
and  mother  have  perfectly  normal  eyesight,  except  that 
the  mother  is  slightly  hypermetropic,  but  has  for  her 
age  a  normal  range  of  accommodation. 

The  eldest  boy,  aged  about  fifteen,  is  quite  healthy  and 
well  made,  his  eyesight  is  in  all  respects  normal,  and  the 
reflexes  of  his  pupils  are  both  to  convergence  and  light 
perfectly  natural. 

The  second  member  of  the  family  is  a  boy  aged  thirteen. 
He  was  seen  by  us  some  eighteen  months  ago,  when  we 
found  that  in  both  eyes  he  had  well-marked  corectopia. 
The  pupil  of  each  eye  was  drawn  upwards  and  outwards, 
leaving  only  a  small  strip  of  iris  tissue  between  the  pupil 
and  the  outer  and  upper  aspect  of  the  apparent  corneo- 
scleral mary-in.      At  the  time  of  our  examination  he   was 
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attending  an  ordinary  scliool,  and  was  able  to  read  any 
ordinary  type,  but  very  much  better  with  the  right  eye 
than  with  the  left.  On  first  seeing  him  we  debated  in  our 
mind  as  to  the  propriety  of  performing  an  iridectomy  in- 
wards and  downwards  in  the  eye  with  which  he  saw  worst. 
As  the  eye  had  a  congenital  defect,  it  seemed  to  us  doubtful 
as  to  how  far  that  meant  a  greater  risk  from  haemorrhage 
after  operation.  The  problem  was  solved  for  us  in  a  way 
that  we  had  not  anticipated,  and  most  unfortunately  for 
the  patient.  While  coming  home  one  day  from  school  he 
received  a  slight  blow  on  the  best  eye.  When  seen  by  us 
the  anterior  chamber  was  found  to  be  nearly  filled  with 
blood.  Strict  rest  in  bed  was  enjoined,  with  the  applica- 
tion of  cold  compresses.  The  blood  at  first  appeared  to 
be  absoi'bing,  but  in  a  day  or  so  there  was  another  haemor- 
rhage, which  in  the  succeeding  week  was  followed  by  two 
others,  so  that  by  the  time  of  the  last  haemorrhage  we 
entirely  gave  up  the  hope  of  saving  any  trace  of  sight 
in  this  eye.  After  an  experience  of  this  kind  the  question 
of  operation  in  the  other  eye  was  for  us  settled  in  the  nega- 
tive. There  was  nothing  for  it  but  to  advise  his  parents 
to  have  him  educated  as  a  blind  child,  which  they  at  once 
consented  to  do.  The  injured  eyeball  is  soft,  and 
approached  to  the  condition  of  ^j/i^/zm*'  hulbi. 

The  next  member  of  the  family  is  a  boy  aged  twelve. 
In  him  we  have  not  been  able  to  discover  the  slightest  aVj- 
norraality.  His  vision  is  excellent,  and  in  every  respect  his 
eyes  are  normal. 

The  next  in  the  family  is  a  boy.  When  we  first  saw 
him  we  found  that  one  eye  had  already  been  lost  by  in- 
flammation, the  whole  cornea  being  transformed  into 
cicatricial  tissue.  We  have  not  been  able  to  get  any  com- 
plete description  of  the  illness  which  caused  the  loss  of 
this  eye,  nor  of  its  condition  before  the  inflammation. 
The  remaining  eye,  however,  has  corectopia,  the  pupil 
being  displaced  outwards  and  upwards.  He  has  tremulous 
iris  as  well  as  corectopia. 

The  fourth   member  of  the  family  is  a  girl  aged  about 
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ten  years.  We  were  consulted  about  her  eigliteeu  months 
ago,  and  found  her  to  have  a  large  staphyloma  of  the 
anterior  segment  of  the  eyeball.  As  she  was  suffering 
great  pain,  aud  as  of  course  there  was  nu  hope  of  vision,  we 
removed  the  organ.  So  far  the  other  eye  seemed  quite 
healthy,  and  we  had  no  fear  of  it.  Within  the  last  six 
months,  however,  on  examining  the  eye,  it  was  found 
that  the  lens  had  become  dislocated  into  the  anterior 
chamber.  It  was  observed  that  the  lens  appeai-ed  to  be 
only  a  little  more  than  a  third  of  its  usual  size, — in  other 
words,  it  appeared  as  if  the  nucleus  had  become  separated 
from  the  cortex,  and  had  made  its  escape  into  the  anterior 
chamber.  It  is  almost  certain,  however,  that  the  structure 
with  which  we  had  to  deal  Avas  the  entire  lens,  for  on 
dilating  the  pupil  there  Avas  no  cortex  to  be  seen.  From 
our  previous  experience  of  the  eyes  of  this  family  we 
were  not  inclined  to  touch  it,  and  for  a  long  time  it 
seemed  to  do  no  harm.  Ultimately,  however,  there  was 
slight  ciliary  irritation,  and  it  became  obvious  that  some- 
thing should  be  done.  The  question  lay  between  extrac- 
tion and  discission.  On  this  point  we  had  the  advantage 
of  a  consultation  with  Dr.  McKenzie  Davidson,  who  hap- 
pened to  be  in  Glasgow.  We  agreed  that  the  less 
dangerous  method  was  discission.  It  is  no  doubt  not 
very  easy  to  perform  discission  on  a  lens  in  the  anterior 
chamber  free  to  move  in  any  direction  ;  the  difficulty  was, 
however,  overcome  by  the  introduction  of  two  needles 
which  produced  a  sufficient  laceration  in  the  lens.  We 
cannot  say  whether  we  entered  a  capsule  or  not.  The 
eye  has  done  perfectly  well,  and  the  ])atient  has  fair  sight. 
Tlie  I'emaining  child  is  still  a  baby,  but  so  far  as  is 
observed  till  the  present  its  eyes  are  perfectly  healthy. 
So  far  as  our  inquiries  go,  there  is  nothing  of  great  sig- 
nificance in  the  family  history  of  either  of  the  parents. 
The  father  has  lost  two  brothers  and  two  sisters.  A  sister 
and  a  brother  are  both  noted  as  having  died  at  about 
fifty  from  paralysis  ;  one  brother  died  of  heart  disease,  a 
sister  died  of   spinal  curvature.      The   children's  paternal 
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grandparents  both  lived  to  an  advanced  old  age.  In  the 
whole  of  the  father's  family  there  is  not  the  slightest  trace 
of  a  history  of  defective  eyesight  nor  of  blindness.  The 
same  remark  is  true  of  the  mother's  family.  It  consisted 
of  ten  children  besides  the  mother,  and  so  far  there  is  no 
history  of  any  member  having  suffered  from  his  or  her 
eyes. 


7.   Persistent  hyaloid  artery  branching  in  the  vitreous. 
By  Rayner  D.  Batten. 

Rigid  eye. — From  the  optic  disc  there  passes  forward  a 
dark  cord,  which  about  halfway  through  the  vitreous 
divides  into  two  smaller  equal  branches  (temporal  and 
nasal),  which  continue  forward,  only  slightly  diverging. 
At  a  short  distance  behind  the  lens  each  of  these  divides 
into  two,  and  these  again  divide.  The  ultimate  distribu- 
tion is  lost  to  view,  but  appears  to  end  at  the  extreme 
periphery  of  the  lens. 

At  the  branching  of  the  artery  there  are  some  fine 
shreds  of  tissue  between  the  two  branches. 

Media  clear;  fundus  healthy. 

E..  cornea  9  mm.,  V.  •^.      L.  12  mm.,  V.  ^. 

Anterior  chamber  shallow. 

R.  iris  different  colour  fi-om  left. 

Naevoid  discoloration  of  R.  upper  lid. 

{Card  specimen.      November  dth,  1893.) 
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8.   Coloboma   of  the  iris  and  cJioroicl  icith   remains  of  the 
hyaloid  artery,  &c. 

Bj  H.  Work  Dodd. 

Left  eye  appears  normal. 

Right  eye. — There  is  lachrymal  obstruction  with  epi- 
phora, and  old  scarring  from  former  incision  in  lower 
canal. 

The  cornea  is  somewhat  pear-shaped,  with  the  apex 
directed  downwards  and  inwards,  corresponding  nearly 
with  the  cleft  on  the  iris  ;  the  corneo-scleral  junction  is 
more  translucent  than  normal. 

The  iris  is  of  a  darker  brown  colour  than  that  of  the 
other  eye,  and  there  is  a  colohovia.  directed  downwards  and 
inwards  about  75°,  which  is  not  complete,  there  being  some 
fenestrated  iris  to  be  seen  in  the  angle  of  the  cleft. 

There  are  some  remains  of  the  piqnllary  membrane  in 
the  upper  and  outer  part  of  the  pupil,  well  seen  with 
+  26  D.  in  ophthalmoscope. 

The  iris  reacts  to  light  fairly  well  in  its  upper  part,  but 
very  defectively  in  the  region  of  the  coloboma. 

There  is  no  reaction  to  accommodation. 

When  the  eye  is  turned  downwards  the  perij^hery  of 
the  lens  and  the  suspensory  ligament  can  be  seen.  There 
is  a  well-marked  hyaloid  artery,  well  observed  by  the 
oblique  illumination,  commencing  in  contact  with  the 
posterior  surface  of  the  lens — at  first  appearance  looking 
much  like  posterior  cataract — and  running  backwards 
towards  the  disc.  From  this  roughish  appendages  may  be 
seen  going,  at  more  or  less  acute  angles,  backwards  in 
various  directions. 

A  large  coloboma  of  the  choroid  occupies  most  of  the 
lower  half  of  the  fundus,  and  includes  the  disc  ;  the  floor 
is  irregular,  and  pi'esents  peculiar  digitations.  Some 
(choroidal  ?)  vessels  may  be  seen  at  the  outer  side  of  colo- 
boma. 


COLOBOMA  OF  EACH  LENS.  211 

The  whole  eye  appears  small  iu  size. 

y    R.  -3-6  Hm.  1  D.  =  -3%.      Gutt.Atrop.Sulph.,grs.ij 

■   L.  ^  Hm.  1  D.  =  f .  ad  3j,  t.  d.  utend. 

After  three  davs. 

R.  V.  -3%  +  1  D.  =  -3^. 
L.  V.  -,\-  +  1  D.  =  f . 
The  boy  is  tall  for  his  age  and  rather  thin.  He  is  of 
dark  complexion^  and  has  soft  hah'  07i  his  cheeks  and  back 
of  shoulders.  The  left  ear  shows  a  small  congenital  dimple 
near  the  superior  beginning  of  the  helix.  His  mouth  is 
ill-formed  and  macrostomatous.  There  is  some  slight 
increase  in  the  tcehhing  of  his  fingers.  He  was  born  at  full 
time  and  his  family  is  healthy. 

{Card  specimen.      March  8th,  1894.) 


9.    Coloboma  of  each  lens. 
Bv  Sydney  Stephenson. 


Clara  C — ,  8et.  22  years.  No  family  history  of  im- 
portance. 

The  lower  part  of  each  lens  is  absent.  With  pupils 
dilated  to  9*5  mm.  a  gap  exists  between  lens  and  pupil- 
lary margin  of  iris,  that  measures  in  R.  about  2  mm,,  and 
in  L.  about  1  mm.  The  broken-off  part  of  lens  has  a 
slightly  concave  contour,  the  hollow  of  which  is  directed 
downwards. 

Each  lens  shows  opacities,  and  special  attention  may  be 
directed  to  the  stellate  arrangement  on  posterior  surface. 

Fibres  of  suspensory  ligament  may  be  recognised 
between  lower  edge  of  lens  and  pupillary  margin  of  iris. 

A  large  crescent  encircles  outer  half  of  each  optic  disc, 
that  in  L.  being  larger  than  the  one  in  R.  E. 

J^-v.  -<^60     _    5.0    180°   -  18  >• 
T     V    -/    6       -11-0 6     - 

^-     •  ~  ^60    -   5-0   180°  ~  18"  '"• 

{Jtme  Uth,  1894.) 
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10.   Case  of  microcefhalus  and  'pro2)tosis. 

By  H.  Power. 

The  specimen,  witli  cast,  Ser.  xxxvii.  No.  56a,  and 
drawing,  Ser.  Ixii,  No.  1331,  are  in  St.  Bartholomew's 
Museum,  No.  3426a,  Teratological  Series. 

Fig.  19. 


The   ciiihl   was  a  female,   born   after  an  easy  delivery 
at  full  term.      It  was  the   seventh  child  of  the  mother, 
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and  was  brought  to  St.  Bartholomew's  Hospital  thirty- 
six  hours  after  birth  in  1893.  The  head  was  misshapen. 
The  eyes  were  both  projecting-  to  so  great  an  extent 
that  the  margins  of  the  h'ds  were  far  behind  the  ver- 
tical transverse  equator  of  the  globes.  The  corneas 
had  already,  from  exposure  to  the  air,  begun  to  be  hazy. 
The  irides  could  with  difficulty  be  seen.  The  globes 
could  not  be  pressed  back,  but  the  eyelids  could  be 
pulled  forwards  and  made  to  meet  in  front  of  the  eyes. 
To    preserve    the    corneaj    as    far    as    possible    the    lids 

Fig.  20. 


were  fastened  in  apposition  with  wire  sutures.  The  child 
died  in  the  course  of  about  thirty  days.  Mr.  Wilson^ 
the  Ophthalmic  House  Surgeon,  was  fortunate  enough  to 
secure  the  head. 

Fig.  19   represents  the  appearance  during  life,  taken 
by  Mr.  Mark.      Fig.  20  gives  the  appearances  presented 
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by  an  antero-posterior  vertical  section  made  through  the 
occiput  behind  and  through  the  centre  of  the  right  eye  in 
front.  The  most  striking  feature  is  the  peculiar  confor- 
mation of  the  head,  which  is  very  short  in  an  antero- 
posterior direction,  but  of  considerable  height,  especially 
in  the  frontal  region.  The  following  is  the  pathological 
report. 

The  whole  head  was  hardened  in  spirit,  and  a  sagittal 
section  was  made  through  the  vertical  meridian  of  the 
right  cornea.  The  orbit  is  extremely  small,  its  entire 
depth  being  only  2^  cm.  from  the  inferior  border  to  the 
foramen  opticum.  The  floor  of  the  orbit  is  horizontal, 
but  the  roof  is  almost  vertical  in  position ;  it  is  formed 
mainly  by  the  lesser  wing  of  the  sphenoid  behind,  and  by 
a  small  portion  of  the  orbital  plate  of  the  frontal  bone  in 
front ;  this  roof  is  directed  upwards  and  forwards  at  an 
angle  of  more  than  45°,  and  is  continuous  with  the  vertical 
plate  of  the  frontal  bone,  into  which  it  passes  with  only  a 
small  projection  to  mark  the  orbital  edge.  A  perpendicular 
line  from  the  front  of  the  vertical  portion  of  the  frontal 
bone  falls  entirely  behind  the  globe.  The  whole  orbit  is 
too  small  to  receive  the  globe  of  the  eye.  From  its 
entrance  at  the  optic  foramen  the  nerve  ascends  sharply, 
and  remains  in  close  relation  with  the  roof  of  the  orbit 
till  it  bends  downwards  to  enter  the  sclei'otic.  The  height 
of  the  orbit  at  its  extreme  anterior  part  is  32  mm.,  that 
of  the  normal  skull  for  this  age  being  20  mm.,  so  that  the 
oi'bit  is  too  wide  at  its  opening  and  too  shallow  from 
before  backwards. 

The  head  is  prolonged  upwards  into  a  blunt  cone  ;  the 
result  of  this  is  to  change  the  normal  position  of  the 
convolutions  of  the  brain,  the  frontal  convolutions  and 
corpus  callosum  being  perpendicular  in  direction. 

The  anterior  fontanelle  is  present  and  open. 

{June  Uth,  1894.) 


215 


XIII.  ACCIDENTS    AND    OPERATIONS. 

1.   Case  of  syyn'pathetic  o-plithahnia  after  concussion  of  the 
eyeball,  with  no  visible  external  wound. 

By  Adolph  Bronner. 

Mrs.  M — ,  cigar  maker,  get.  32,  saw  me  on  July  23rd, 
1892.  Fourteen  hours  ago  she  had  been  kicked  on  the 
left  eye.  She  was  half  uncouscious  for  several  hours,  and 
on  I'ecovery  found  that  she  could  not  see  with  the  left 
eye,  which  was  very  painful  and  red.  There  is  no  history 
of  syphilis  or  gout.  The  three  young  children  are  per- 
fectly healthy. 

There  was  perception  of  light  with  left  eye.  Vision — 
right  eye  =  <[  ^  c  —  6  D.  =  |^ ;  projection  of  light 
with  left  eye  was  not  reliable,  especially  upwards. 

There  was  deep-seated  congestion  of  the  left  eye,  and 
slight  staphyloma  of  the  sclera  above  the  cornea.  The 
iris  was  drawn  up  into  the  staphyloma,  and  the  pupil 
and  coloboma  were  filled  with  clotted  blood.  There  was 
no  red  reflex.  The  tension  was  normal,  or  slightly 
increased.  No  apparent  wound  of  conjunctiva.  The 
right  eye  looked  perfectly  normal.  Cocaine  and  atropine 
drops  and  boric  acid  lotion  were  ordered.  The  patient 
refused  to  come  into  the  hospital.  A  week  later  there 
was  much  less  pain  and  congestion. 

On  August  6th  there  Avas  still  further  improvement, 
but  the  vision  was  as  bad  as  ever. 

August  27th. — I  saw  the  patient  again.  The  right  eye 
had  been  painful  for  seventeen  days.  There  was  well- 
marked  ciliary  congestion,  the  iris  slightly  discoloured, 
many   punctate    opacities   on   posterior   surface   of    lower 
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half  of  cornea,  the  aqueous  and  vitreous  slightly  hazy, 
and   the    margins    of   the  optic   disc  blurred.       Vision   c 

—  6  D.  =  -j^.  Enucleation  of  the  left  eye  was  re- 
commended but  refused.  Atropine  di-ops  and  Mistura 
Hydrarg.  Biniodidi  were  ordered. 

30th. — The  vision  of  right  eye  was  very  much  worse, 

—  6  D.  =  3%,  and  on  September  2nd  =  <^  ^-.  There 
was  very  slight  ciliary  congestion  of  the  left  eye  and  no 
pain. 

On  September  3rd  the  left  eye  was  enucleated. 

9th. — The  vision  of  right  eye  was  -^j-  "^'li®  vitreous 
was  clearer,  but  the  disc  still  swollen  and  the  margin 
blurred.  The  field  of  vision  was  normal.  Tension 
normal.      The  drops  and  medicine  were  continued. 

20th. — Vision  =  ^-q.  Tension  subnormal.  Mercurial 
inunctions  and  iodide  of  potassium  were  ordered. 

November  26th. — Vision  =    <^  -^^  c  glasses. 

January  16th,  1893. — Vision  =  -g^. 

Februar}' llth. — Vision  =  -3^.  The  pupil  was  dilated, 
but  the  vitreous  still  very  hazy,  and  many  opacities  on 
posterior  surface  of  cornea. 

March  1st. — Vision  =  -^^  c  glasses. 

August  18th. — Vision  —   2^. 

November. — Vision  =    <  •^. 

May  16th,  1894.— Vision  =   2^. 

July  3rd. — Vision  =  j-g-.  The  pupil  is  freely  move- 
able ;  there  are  very  few  opacities  on  the  cornea,  and  the 
vitreous  is  slightly  hazy.  The  disc  still  looks  muddy,  and 
the  margin  is  not  quite  distinct. 

There  can  be  no  doubt  that  this  is  a  case  of  sympathetic 
ophthalmia  which  became  manifest  eighteen  days  after  a 
kick  on  the  left  eye. 

The  injured  eye  became  painful  and  inflamed  directly 
after  the  accident,  and  the  pain  and  inflammation  gradu- 
ally subsided  and  were  only  very  slight  when  the  right 
eye  became  affected.  The  tension  of  the  injured  eye  was 
never  'minuK,  at  least  not  as  long  as  the  patient  was 
under   observation,  and    there  was   no   visible  wound    of 
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the  conjunctiva.  Had  the  inflammation  been  due  to 
microbic  infection  it  would  have  increased  instead  of 
decreased,  and  one  would  have  expected  signs  of  some 
external  wound  and  decreased  tension. 

Schirmer  (' Ophthalmologische  Gesellschaft/  1892)  can 
only  find  twenty  recorded  cases  in  which  subconjunctival 
rapture  of  the  globe  caused  sympathetic  ophthalmia. 
Of  these  cases  fifteen  can  be  excluded  as  cases  of  sym- 
pathetic irritation  or  not  of  sympathetic  ophthalmia,  so 
that  only  five  cases  are  genuine.  Four  of  these  were 
examined  microscopically,  and  showed  inflammation  of  the 
uveal  tract. 

Microscopic  examination  of  injured  eye  will  be  pub- 
lished later. 


2.    Three  eyelashes   carried  into  the  vitreous  cJtaviher   hi/  a 
u-oiind  with  a  knife. 

By  E.  Treacher  Collins. 

History  of  case. — Arthur  K — ,  set.  12,  was  admitted  to 
the  Moorfields  Hospital  under  the  care  of  Mr.  Morton  on 
August  10th,  1893.  Two  days  previously  he  had  i-un  a 
knife  into  his  right  eye.  A  transverse  linear  wound  a 
quarter  of  a  inch  long  was  seen  in  the  lower  half  of  the 
cornea.  The  iris  was  prolapsing  and  discoloured.  There 
was  some  blood  in  the  anterior  chamber  which  prevented 
the  condition  of  the  lens  being  seen.  A  large  piece  of 
the  lower  part  of  the  iris  was  removed.  Three  days  later 
the  tension  was  noted  to  be  minus,  and  some  lymph  was 
seen  in  the  anterior  chamber.  On  August  18th  the  eye 
was  excised. 

Appearances  <f  the  eyeball  after  it  had  been  opened  by 
an  antero-posterior  vertical  section. — There  is  a  partially 
healed  wound  in  the  lower  part  of  the  cornea  about  3  mm. 
distant  from  the  sclero-corueal  margin,  the  cut  end  of  the 
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lower  part  of  the  iris  is  adherent  to  it,  and  a  track  of 
suppuration  passes  back  from  it  below  the  lower  margin 
of  the  lens  into  the  vitreous.  The  lower  part  of  the  lens 
has  been  wounded  and  is  suppurating.  In  the  patch  of 
suppuration  on  the  anterior  and  lower  part  of  the  vitreous 
three  hairs  like  eyelashes  can  be  seen.  One  thick  and 
long,  partly  shown  in  one  half  and  partly  in  the  other  ; 
one  much  thinner,  but  just  distinguishable  with  the  naked 
eye,  and  a  third  which  can  only  be  seen  on  magnification. 
All  three  lie  close  together,  the  thickest  and  largest 
between  the  other  two.  The  vitreous  is  shrunken  and 
detached  posteriorly. 

{Card  specimen.      October  19i/i,  1893.) 


3.   Sympathetic   injiammation   beginning  ten  days   after  a 
penetrating  wound  just  behind  the  sclero-corneal  junction. 

By  W.  Lang. 

James  C — ,  set.  51,  struck  the  L.  eye  against  a  gas 
bracket  whilst  at  work  on  September  21st.  He  came 
to  the  Middlesex  Hospital  on  September  25tli,  when  an 
attempt  was  made  to  remove  a  small  prolapse  of  iris 
beneath  the  conjunctiva  just  outside  the  sclero-corneal 
junction,  but  it  was  so  adherent  that  nothing  could  be 
removed.  The  R.  eye  was  then  normal,  but  on  October 
1st,  ten  days  after  the  injury,  it  began  to  inflame,  and  on 
October  3rd  there  was  marked  iritis  with  ciliary  injection 
and  haze  of  the  media.  Since  then  the  inflammation  has 
continued  in  both  eyes,  and  now  he  has  no  P.  L.  in  L.  and 
good  P.  L.  in  R. 

{Card  specimen.     March  8th,  1891-.) 
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4.   Foreign  body  in  lens  for  thirty  years.      Recent   detach- 
ment of  retina  about  two  years. 

By  Robert  W.  Doyne. 

When  twelve  a  piece  of  gun-cap  struck  him  in  the 
right  eye.  Since  the  accident  has  served  twelve  years  in 
the  army  and  nine  in  the  volunteers.  Until  two  years 
ago  could  shoot  well  with  the  right  eye. 

A  small  semicircular  foreign  body,  yellow-brown  by 
reflected  light,  can  be  seen  in  the  posterior  part  of  the 
lens,  well  towards  the  inner  side. 

{Card,  specimen.      July  3rd,  1894.) 
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XIV.   MISCELLANEOUS. 

1.    On  periodical  testing  of  eyesight  in  schonls. 

By  Priestley  Smith. 

It  has  long  been  agreed,  among  those  who  have  inter- 
ested themselves  in  the  subject,  that  a  systematic  periodic 
testing  of  eyesight  in  schools  is  greatly  to  be  desired. 
The  advantages  likely  to  accrue  from  such  testing, 
especially  in  relation  to  the  prevention  and  control  of 
progressive  myopia,  have  been  pointed  ovit  many  times. 
Cohn,  in  his  '  Hygiene  of  the  Eye,'*  published  in  1883, 
and  Fuchs,  in  his  work  on  '  The  Causes  and  Prevention 
of  Blindness/ 1  which  appeared  in  1885,  formulated 
definite  proposals  on  this  matter.  Several  scientific 
congresses  and  commissions  have  spoken  to  the  same 
effect.  Only  last  year  a  special  committee  of  the 
Ophthalmological  Society  of  Paris,  in  a  report  on  myopia 
in  schools,  again  put  forward  these  same  proposals. J 
Hitherto,  however,  no  very  considerable  advance  has  been 
made  towards  the  desired  end,  and  the  reason  is  not  very 
far  to  seek.  The  proposal  which  has  usually  been  urged 
from  the  medical  side  is  that  every  school  should  be 
placed  under  complete  medical  inspection  and  control, 
and  that  the  medical  inspector  should,  as  one  of  his  many 
and  diverse  duties,  determine  the  refraction  of  every 
scholar's  eyes  once  a  year.  This  is  a  large  demand,  and 
goes,  in  my  opinion,   beyond  the  necessities  of  the  case ; 

*  English  edition,  1886,  p.  231. 

t  German  edition,  p.  83,  and  '  Ophth.  Rev.,'  1885,  p.  99. 

X  Belliard, '  Rapport  sur  la  myopie  dans  les  ecoles,'  Paris,  1893. 
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at  any  rate,  there  is  little  prospect  of  our  seeing  it  speedily 
cai'ried  into  effect. 

It  has  always  appeared  to  nie  that  the  desired  object 
might  be  attained  in  a  much  simpler  way  than  by  requii'ing 
every  school  to  appoint  a  school  doctor,  and  every  school 
doctor  to  be  an  efficient  oculist,  or  to  call  in  an  expert  to 
his  assistance  once  every  year.  In  a  public  health 
lecture  delivered  in  Birmingham  in  1884,  and  again  in  the 
'Ophthalmic  Review'  for  June,  1886,  I  made  the  follow- 
ing suggestion  : 

The  principal  of  ever}'  school,  either  himself  or  through 
one  of  his  assistants,  should  test  the  evesight  of  all  his 
pupils  once  in  every  year.  A  set  of  test  types  hung 
upon  the  wall  of  the  school  in  a  good  light,  and  a  line 
drawn  upon  the  floor,  are  the  only  apparatus  he  would 
require,  and  he  would  need  no  technical  knowledge.  He 
would  need  only  to  know  that  any  scholar  who  was  unable 
to  read  given  letters  at  a  given  distance  has  a  defect  of 
sight  of  some  kind  or  other.  He  should  report  the  fact 
to  the  parents,  and  there  his  duty  in  regard  to  it  should 
cease.  With  the  parents  should  lie  the  responsibility  of 
obtaining  competent  advice  as  to  the  nature  of  the  defect, 
the  necessity  for  wearing  glasses,  or  for  restricting  work, 
and  so  forth. 

A  periodical  testing  of  eyesight  based  on  this  sugges- 
tion is  now  regularly  carried  out  in  the  leading  school  in 
Birmingham,  and  is  likely,  it  appears,  to  come  into  use 
shortl}'  in  many  other  schools  throughout  the  country. 
To  what  extent  other  members  of  our  Society  may  have 
already  taken  this  matter  up  I  do  not  know,  and  I  am 
far  from  wishing  to  make  any  claim  of  priority  for  my 
own  city.  The  object  of  my  paper  is  to  communicate,  so 
far  as  I  know  them,  the  steps  which  are  being  taken  in  a 
matter  which  concerns  every  ophthalmic  surgeon. 

In  the  year  1891  the  governors  oE  King  Edward  the 
Sixth's  Grammar  School,  Birmingham,  resolved  to  insti- 
tute a  periodical  examination  of  the  scholars  mth  regard 
to  their  height,  weight,  chest  measurement,  eyesight,  and 
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hearing.  I  was  consulted  as  to  what  method  of  testing 
the  eyesight  should  be  adopted.  A  simple  code  of 
instructions  embodying  the  use  of  Snellen's  types  was 
drawn  up  ;  certain  teachers,  chiefly  science  teachers,  were 
told  off  to  carry  out  the  testing  in  the  various  branches 
of  the  school,  and  a  practical  demonstration  of  the  test 
was  given  by  myself  at  a  meeting  of  these  teachers  in  the 
central  school.  This  physical  examination,  including  the 
various  points  of  height,  weight,  &c.,  already  mentioned, 
is  now  made  periodically  in  all  the  branches  of  the  school, 
comprising  a  total  of  about  2200  boys  and  girls  varying 
in  age  from  eight  to  nineteen.  The  results  are  recorded 
in  registers  printed  for  the  purpose,  and  in  a  considerable 
number  of  cases — I  cannot  say  how  many — the  attention 
of  parents  has  been  called  to  defects  of  eyesight  in  their 
children. 

At  the  meeting  of  the  British  Association  for  the 
Advancement  of  Science  held  in  Nottingham  in  1893,  the 
subject  of  anthropometric  work  in  schools  was  brought 
before  section  H  by  Professor  B.  C.  A.  Windle.  A 
committee  was  appointed  with  Professor  Cleland  as 
chairman,  and  Professor  Windle  as  secretary,  and  it  was 
resolved  to  communicate  in  the  name  of  the  Association 
with  the  principals  of  the  chief  schools  throughout  the 
country,  asking  whether  and  to  what  extent  anthropo- 
metric examinations  have  already  been  carried  out  in 
these  schools.  I  learn  that  up  to  the  present  time  this 
inquiry  has  been  addressed  to  483  boys'  schools  in 
England,  Scotland,  and  Ireland,  being  those  named  in 
the  list  in  Whitaker's  Almanack ;  and  to  129  girls' 
schools  in  England,  being  those  represented  in  the  list  of 
members  of  the  Head  Mistresses'  Association.  A  large 
number  of  replies  have  been  received,  and  from  these  it 
appears  that  periodical  tests  of  eyesight  are  already 
carried  out  in  8  of  the  483  boys'  schools,  and  in  6  of  the 
129  girls'  schools  ;  while  tests  of  colour  vision  are  made 
in  3  only  of  the  whole  number.  A  considerable  number 
of  the  replies,   however,  express  willingness  to  take  up 
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anthropometric  work  on  receiving  practical  directions  for 
carrying  it  out.  The  printed  scheme  of  directions  which 
I  lay  before  this  meeting  has  been  drawn  up  by  the 
committee,  and  is  now  to  be  sent  in  the  first  instance  to 
about  200  schools. 

The  scheme  suggests  the  making  of  observations 
relating  to  height,  weight,  chest  girth,  eyesight,  and 
hearing ;  and  certain  less  essential  points  relating  to  the 
size  of  the  head,  the  span  of  the  arms,  and  the  length  of 
the  trunk.  We  are  concerned  here  only  with  the  section 
relating  to  eyesight.  This  was  drawn  up  by  myself  at 
the  request  of  Dr.  Windle,  and  reads  as  follows  : 

Tests  of  Vision. — These  tests  will  serve  to  detect  the 
presence  of  certain  common  defects  of  vision.  Such 
defects  are  often  overlooked  or  disregarded,  to  the  perma- 
nent detriment  of  the  pupil.  The  tests  will  not  reveal 
the  nature  or  cause  of  a  defect.  This  can  only  be  deter- 
mined by  an  expert. 

(a)  Acuteness  of  vision. —  (1)  Hang  on  the  wall,  in 
a  good  light,  a  set  of  Snellen^s  test  letters ;  these  are 
in  general  use,  and  afford  records  which  can  be  universally 
compared.  No  others  should  he  substituted  for  them.  (2) 
Draw  a  line  on  the  floor  at  a  distance  of  exactly  six 
metres  from  the  letters,  and  let  each  pupil  in  turn  toe 
this  line  and  try  to  read  the  letters,  line  after  line, 
beginning  at  the  top  ;  in  all  cases  Avithout  spectacles  or 
eye-glasses.  Each  eye  is  to  be  tested  separately,  the 
other  eye  being  covered,  but  not  pressed  upon,  by  a  large 
card  held  in  the  pupiPs  hand.  (3)  Eecord  the  vision  of 
each  eye  separately  in  the  form  of  a  fraction, — for  in- 
stance, thus  : 

R.  Y.  =  f . 
L.  V.  =  -,%-. 

The  numerator  is  in  all  cases  6,  i.  e.  the  distance  of  the 
letters  in  metres  ;  the  denominator  is  the  number  which 
stands  over  the  lowest  line   of   letters  which   can  be  read. 
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When  the  vision  is  less  than  y-Q  it  should  be  recorded  by 
the  appropriate  sign,  viz.  V.  <  -g-Q,  (4)  Take  care  that 
the  pupils  have  no  opportunity  of  learning  the  letters 
by  rote. 

Note. — When  the  vision  of  either  eye  is  found  to  be 
represented  by  a  fraction  having  a  denominator  of  more 
than  18,  it  will  generally  be  desirable  to  report  the  fact 
to  the  parent  or  guardian,  in  oi-der  that  proper  advice 
may  be  obtained,  such  report  being  omitted  if  this  has 
already  been  done. 

{h)  Colour  vision. —  (1)  Use  Holmgren's  series  of 
coloured  wools.  (2)  Place  them  in  a  heap  on  a  white 
cloth  in  a  good  light.  (3)  Lay,  apart  from  the  heap,  the 
test  skein — a  pale  pure  green.  (4)  Explain  to  the  pupil 
that  he  is  to  select  from  the  heap  and  place  beside  the 
test  skein  all  those  which  appear  to  him  to  be  of  the 
same  kind  of  colour.  Do  not  require  him  to  name  them 
or  match  them  exactly,  but  to  select  those  which  are 
most  nearly  like  the  test  skein  in  colour.  (5)  Mix  the 
wools  again  for  each  pupil,  but  ahvays  use  the  pale  pure 
green  as  the  test. 

A  certain  number  of  the  pupils — boys,  very  rarely 
girls — will  match  the  test  skein  falsely  with  buffs,  pinks, 
and  other  colours  which  have  no  green  tint,  or  will  hesi- 
tate much  before  rejecting  such.  These  pupils  are  more 
or  less  colour-blind,  and  are  thereby  permanently  unfitted 
for  vocations  on  land  or  sea  which  require  good  colour 
vision.      Recoi'd  the  defect. 

Note. — Ascertain  by  this  same  test  that  the  person  who 
conducts  the  coloui'-testiug  is  not  himself  colour-blind. 
Such  cases  have  been  known. 

The  acuieness  of  vision  of  each  pupil  should  be  tested 
once  a  year,  since  certain  defects  of  eyesight  commonly 
begin  during  school  life. 

The  test  for  colour  vision  need  not  be  repeated,  since 
colour-blindness,  except  that  which  occurs  with  disease  of 
the  eye,  is  congenital,  not  acquired. 

The   test  letters    (price   4s.  6d.  framed)   and    coloured 
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wools  (price  4s.  6d.)  may  be  obtained  from  Messrs.  Bailey 
and  Co.,  Bennett's  Hill,  Birmingham,  or  other  makers  of 
optical  instruments. 

This  method  of  testing  the  eyesight  of  school  chil- 
dren makes  no  pretence  of  estimating  refraction  or  dia- 
gnosing disease,  and  will  hardly  afford  statistics  of  any 
scientific  value,  but  it  will  certainly  render  service  of  a 
very  far-reaching  kind.  It  will  sift  out,  early  in  their 
school  life,  all  those  scholars  who  by  reason  of  defects  of 
eyesight  of  various  kinds  ought  to  be  examined  by  an 
ophthalmic  surgeon.  It  will  not  detect  every  case  of 
hypermetropia,  but  it  will — and  this  is  the  point  of  chief 
importance — bring  to  light  every  important  case  of 
myopia,  or  astigmatism,  or  amblyopia  from  any  cause.  It 
will  thus  establish  a  much-needed  control  over  a  class  of 
cases  which  are  very  apt  at  present  to  go  on  from  bad  to 
worse  through  want  of  timely  intei^ference.  Experience 
of  this  system  in  Birmingham  shows  that  it  works  well. 
It  involves  practically  no  expense  and  very  little  trouble 
to  the  school  authorities,  and  it  interests  at  least  one 
teacher  in  every  school  in  the  eyesight  of  the  scholars, 
and  in  the  various  conditions  connected  with  school  life 
which  influence  it  for  good  or  for  evil. 

In  suggesting  that  the  lay  authorities  of  the  school 
should  themselves  undertake  the  testing  of  the  scholar's 
eyesight  I  have  not  overlooked  the  fact  that  a  thorough 
medical  inspection  of  schools  would  be  advantageous  in 
many  ways,  and  I  have  not  foi'gotten  that  many  schools 
have  already  their  duly  appointed  medical  oSicers,  some 
of  whom  are  competent  to  deal  with  errors  of  refraction. 
But  these  are  rare  exceptions,  and  I  feel  confident  that, 
by  making  this  simple  eyesight  test  a  part  of  the  anthro- 
pometric scheme  which  is  now  being  so  ably  and  energe- 
tically pushed  by  the  committee  of  the  British  Association, 
we  shall  attain  the  desired  end  in  a  very  large  number  of 
schools  where  it  could  hardly  bo  attained  in  any  other  way. 

{May  Srd,  1894.)  ^ 

VOL.  XIV.  15 
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The  President  observed  that  most  of  those  present 
would  probably  agree  with  the  author  that  the  subject 
was  one  which  deserved  more  attention  than  it  had 
hitherto  received  from  school  managers.  These  observa- 
tions would  be  of  practical  value  in  throwing  light  upon 
changes  which  the  refraction  underwent  during  school 
life,  even  among  the  fairly  normal.  The  tests  brought 
forward  by  the  author,  however,  were  in  some  respects 
somewhat  imperfect.  These  tests  would  doubtless  detect 
the  slightest  degree  of  myopia,  moderate  degrees  of 
astigmatism,  and  amblyopia,  but  would  fail  in  respect  of 
hypermetropia.  He  suggested  that  it  Avould  be  a  com- 
paratively simple  matter  to  increase  the  efficiency  of  the 
examination  if  the  nearest  point  of  distinct  vision  were 
recorded.  With  small  type  this  could  be  done  without 
difficulty,  and  the  existence  of  any  decided  degree  of 
hypermetropia  would  become  manifest,  as  also  any  defect 
in  convergent  power.  If,  for  instance,  a  child  could  not 
read  the  finest  type  at  a  distance  of  four  inches,  that 
would  mean  defective  accommodation,  hypermetropia,  or 
defective  convergent  power.  These  were  very  essential 
points  to  bring  out.  It  could  be  done  by  the  same 
persons,  and  the  value  of  the  data  obtained  would  be 
materially  enhanced  thereby. 

Mr.  Simeon  Snell,  referring  to  the  time  required  for 
these  examinations,  related  an  anecdote  of  a  gentleman 
who  had  asked  him  to  examine  a  number  of  school  chil- 
di'en  with  the  object  of  establishing  what  the  condition 
of  the  eyesight  was.  He  had  explained  to  this  gentle- 
man that  such  an  examination  would  take  some  time ; 
whereupon  the  said  gentleman  expressed  surprise,  he 
being  evidently  under  the  impression  that  it  would  be 
sufficient  to  go  to  the  schools  and  ask  the  teachers 
what  proportion  of  children  suffered  from  defective  vision. 
He  commented  on  the  fact  that  of  late  the  teachers 
themselves  displayed  more  interest  in  the  subject,  and  the 
teachers  in  the  elementary  schools  showed  as  much  or 
more  interest  than  those  of  the  better  class  schools.      He 
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was  constantly  getting  cases  referred  to  him  by  teachers, 
and  he  thought  that  teachers  were  now  less  inclined  to 
box  children's  ears  on  account  of  inattentiveness,  and 
were  more  prone  to  attribute  it  to  its  true  cause,  defective 
vision.  A  friend  of  his,  a  head  master  of  an  important 
school,  had  for  some  time  been  keeping  antliropometric 
records  of  his  scholars,  including  the  state  of  vision,  &c. 
He  thought  that  the  plan  suggested  by  Mr.  Priestley 
Smith,  as  far  as  he  could  then  judge,  would  be  of  consi- 
derable service,  and  render  evident  children  whose  eye- 
sight required  attention. 

Mr.  DoYNE  expressed  astonishment  at  hearing  that  the 
vision  of  as  large  a  proportion  as  40  per  cent,  of  the 
children  examined  were  unequal  to  yrj",  and  he  asked 
whether  this  was  due  to  trachoma  and  corneal  opacity,  &c. 
With  respect  to  the  President's  suggestion  as  to  obtaining 
the  punctum  proximum,  while  admitting  the  value  of  the 
indication,  he  pointed  out  that  it  was  difficult  and  often 
impossible  to  obtain  in  children.  One  lad  would  make 
the  effort  to  read  near,  but  the  next  simply  would  not. 

Mr.  Holmes  Spicer  asked  what  was  the  class  of  schools 
for  which  these  tests  were  intended.  The  author's  sug- 
gestion that  the  onus  of  remedying  the  defects  should  be 
thrown  on  the  parents  simply  meant  that  in  many 
instances  they  would  never  be  remedied  at  all.  The 
managers  of  a  school  in  the  East  End  of  London  had 
taken  this  matter  into  consideration,  and  he  himself  had 
undertaken  the  examination  of  a  school  of  500  children. 
He  had  found  that  in  between  40  and  50  per  cent,  of  the 
children  vision  did  not  come  up  to  the  standard  of  -^— g-- 
The  question  as  to  who  was  to  carry  out  these  examina- 
tions was  a  serious  one,  for  this  one  school  had  taken 
two  afternoons  a  week  for  the  last  three  months,  and 
another  two  months  would  probably  be  taken  to  complete 
it.  It  was,  therefore,  not  a  thing  to  be  lightly  under- 
taken. The  cause  of  low  vision  was  generally  an  error 
of  refraction.  He  knew  of  another  school  in  East  London 
in  which   a  similar  examination  had  been   made,   and  the 
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figures  had  come  out  about  the  same,  viz.  about  40  per 
cent. 

Mr.  Priestley  Smith,  in  reply,  said  it  was  the  higher 
schools  which  were  likely  in  the  first  instance  to  adopt 
these  tests.  He  was  conscious  that  the  matter  was  beset 
with  certain  difficulties,  as  pointed  out  by  the  speakers  ; 
were  it  otherwise,  it  would  long  since  have  been  satis- 
factorily settled.  Referring  to  the  demand  which  had 
been  made  more  than  once  that  every  school  should  have 
its  medical  officer,  who  should  either  periodically  examine 
the  children's  eyes  himself,  or  call  in  a  specialist  for  the 
purpose,  that  would  be  very  difficult  to  realise.  It  was 
important  not  to  aim  too  high.  An  examiner,  whether 
lay  or  medical,  who  should  attempt  to  use  test  glasses 
without  a  thorough  knowledge  of  refraction  would  do 
harm  rather  than  good,  by  giving  to  parents  a  false 
feeling  of  security  that  their  children's  eyes  had  been 
examined  with  the  necessary  skill.  He  had  sought  to 
avoid  every  unnecessary  technicality  in  the  test,  and  to 
make  it  clear  that  it  was  not  a  medical  examination.  He 
thought  that  placing  the  limit  below  which  defects  of 
vision  should  be  reported  at  ys  would  meet  the  case 
fairly  well.  It  would  catch  low  degrees  of  myopia ;  and 
though  it  would  not  catch  all  the  hypermetropes,  these 
would,  as  a  rule,  take  care  of  themselves  by  complaining 
when  any  real  difficulty  existed.  It  was  the  progressive 
myopia  which  was  so  commonly  neglected  that  they  parti- 
cularly wanted  to  catch. 


2.   The  eyesight  of  children. 
By  Chakles  Wray. 


The  necessity  for  careful  supervision  of  the  eyesight  of 
children  is  based  on  the  following  considerations  : — (a) 
myopia  is  extremely   rare  in   infancy ;    [h)   by  about   the 
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eleventh  year  it  is  present  in  at  least  20  per  cent,  of  the 
cases ;  (c)  work  at  near  range  is  admitted  to  be  the 
principal  exciting  cause  ;  {d)  children  are  apt  to  be  put 
into  occupations  for  which  their  eyesight  is  unsuitable. 

When  a  child  is  brought  to  the  ophthalmic  surgeon  his 
first  duty  is  to  make  a  diagnosis  of  the  child's  refractive 
condition,  prognose  its  prospective  evolution,  and  decide 
upon  any  treatment  that  may  be  necessary.  Of  the 
actual  diagnosis  it  is  scarcely  necessary  to  make  any 
comment.  The  prognosis,  however,  if  one  may  rely  upon 
the  text-books,  can  scarcely  be  said  to  have  reached  that 
accuracy  which  is  necessary.  I  would  suggest  that  the 
first  step  should  always  be  to  ascertain  the  refractive 
condition  of  the  parents,  for  the  stronger  the  parental 
history  of  myopia  the  greater  the  danger  of  exposing  a 
child  to  its  exciting  causes,  and  especially  at  the  early 
part  of  the  first  decade.  It  does  not  follow  that,  because 
the  child  of  a  myope  is  not  exposed  to  the  exciting  causes 
which  give  rise  to  this  condition,  he  will  as  a  conse- 
quence escape.  Several  patients,  both  of  whose  parents 
are  high  myopes,  are  now  under  my  care,  who  still  have 
hypermetropia  varying  from  1  D.  to  3  D.  One's  experi- 
ence is  that  ophthalmic  surgeons  see  these  cases  and 
prescribe  plus  glasses  if  the  patient  is  still  hypermetropic, 
and  minus  glasses  if  he  is  myopic.  I  would  suggest  it 
would  be  better  for  the  patient,  and  especially  in  the 
event  of  a  parental  history  of  myopia,  if  an  examination 
were  made  and  the  refractive  condition  carefully  noted 
every  three  months,  not  with  a  view  to  discovering  as 
early  as  possible  the  appearance  of  myopia,  but  rather  the 
preternaturally  rapid  disappearance  of  hypermetropia. 

In  the  event  of  strong  predisposition,  and  especially 
accompanied  by  over-rapid  disappearance  of  hyper- 
metropia, it  would  seem  wise  to  delay  the  child's  educa- 
tion until  say  the  seventh  year,  proscribe  amusements  at 
reading  distance,  maintain  the  child  in  perfect  health, 
and  let  him  spend  as  much  time  as  possible  in  the 
open  air. 
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In  dealing'  with  patients  at  a  later  age  the  same 
precautions  are  necessary,  and  it  will  be  incumbent  upon 
the  surgeon  to  estimate  the  amount  of  work  of  which  the 
eyes  are  capable  without  risk.  This  will  entail  an 
estimate  of  the  number  of  hours  per  diem,  the  length  of 
the  spells,  and  the  frequency  and  duration  of  the  rests. 

Precisely  as  one  would  proportion  the  work  of  the 
body  to  the  development  of  the  individual,  so  it  is  the 
surgeon's  duty  to  proportion  the  work  of  the  eyes  to 
their  age,  development,  and  condition.  Schoolmasters 
consider  two  hours  a  day  at  near  range  as  the  work  of 
healthy  eyes  in  children  of  eight  or  nine  years  of  age, 
and  it  would  appear  reasonable  to  limit  this  in  eyes  that 
are  affected  by  this  amount.  The  spells  of  work  for 
healthy  children  should  not  exceed  fifteen  minutes,  and 
the  rests  should  not  be  less  than  thirty.  By  a  rest  is 
meant  not  of  necessity  cessation  of  all  work,  but  simply 
that  the  patient  is  no  longer  engaged  in  work  at  near 
range. 

The  object  of  our  interference  should  be  to  teach  with 
as  little  demand  on  the  eyes  as  possible.  With  this 
object  it  would  seem  desirable  to  make  use  of  the  black 
or  white  board.  With  this  the  work  of  the  eyes  would 
be  reduced  to  a  minimum,  and  some  teachers  affirm  that 
the  mental  images  derived  from  black-board  teaching  are 
better  and  more  detailed  than  those  derived  from  work 
at  close  range.  The  ideal  would  be  combined  oral  and 
black-board  teaching  :  firstly,  because  by  this  means  the 
work  of  the  eyes  is  reduced ;  and  secondly,  because  the 
patient  learns  by  the  eyes  and  ears  at  the  same  time,  and 
the  impressions  are  deepened  and  intensified  by  the 
gesticulations,  &c.,  of  the  teacher. 

As  regards  type  little  need  be  said,  as  the  control 
within  the  province  of  the  surgeon  is  extremely  limited, 
and  he  can  rarely  go  further  than  to  forbid  the  use  of  the 
old  German  type  and  the  use  of  small  maps.  A  rule  that 
is  workable  and  reasonably  explicit  is  to  forbid  all  close 
work  that  is  not  necessary. 


EYESIGHT  OF  CHILDREN,  231 

As  regards  light,  it  will,  of  course,  be  the  duty  of 
the  surgeon  to  see  that  all  work  at  near  range  is  done  at 
the  time  of  day  when  the  light  is  best.  This  opens  up 
the  question  of  night  lessons.  Some  teachers  have 
stopped  them  entirely,  and  tliey  say  without  any  detri- 
ment to  the  progress  of  their  scholars.  The  planning  of 
the  schoolroom  is  a  matter  beyond  our  control. 

As  regards  artificial  light,  this  may  be  of  three 
kinds — the  electric,  the  paraffin  lamp,  and  gas.  It  is 
customary  to  advise  the  electric,  but  my  own  experience 
is  not  in  its  favour,  for  the  following  reasons  : — (a)  If  the 
filament  is  exposed,  it  gives  rise  to  disagreeable  after 
images.  [h)  If  veiled  by  an  opaque  glass  more  current 
is  required,  and  the  cost  as  a  consequence  is  raised  con- 
siderably. If  gas  is  used  the  best  light  is  undoubtedly 
from  the  Welsbach  incandescent  burner.  The  light  that 
seems  most  satisfactory  is  from  a  duplex  burner  lamp 
with  white  globe  and  shade  standing  on  a  square  yard  of 
white  damask. 

To  prevent  children  from  choosing  occupations  for 
which  their  eyes  are  unsuitable,  I  would  suggest  to  the 
Society  that  it  might  be  expedient  to  hang  up  in  every 
schoolroom  a  notice  containing  two  columns  of  printed 
matter — in  the  one  those  unsuitable  for  hypermetropes, 
in  the  other  those  unsuitable  for  short-sighted  persons, 
those  who  have  defective  colour  sense,  &c.,  or  slight 
grades  of  amblyopia  in  one  eye  or  both. 

Illustrative  cases  : — 1.  A  patient  with  9  D.  of  myopia. 
The  patient  is  a  seamstress,  and  gave  as  one  special 
reason  for  becoming  a  seamstress  that  she  could  write  the 
Lord's  Prayer  and  Creed  on  a  surface  the  size  of  a  three- 
penny piece. 

2.  A  railway  guard  who  was  absolutely  unable  to 
distinguish  red  and  green. 

o.   A  sailor  with  —  9  D.  of  myopia. 

4.  A  doctor's  coachman  with  +  6  D.  of  hypermetropia. 

5.  A  school  board  teacher  unable  to  read  more  than 
"i~s  ^"^'ith  glasses. 


232  MISCELLANEOUS. 

6.  E.  H — .  Hypermetropia  when  four  years  of  age 
+  2*50  ;   at  nine  years  of  age  +  "5  sph.  c  with  +  '5  cyl. 

7.  S.  L — .  At  nine  years  of  age  +  1  sph.  ;  at 
sixteen  —  6  sph. 

Mr.  Power  alluded  to  the  serious  effects  of  close 
attention  to  near  objects,  and  mentioned  the  case  of  a  lad 
who  after  several  months'  very  hard  work  had  been 
rejected  by  the  medical  board  for  the  navy  on  the  ground 
that  his  vision  was  not  quite  perfect.  The  lad  was 
brought  to  him  six  weeks  later,  and  he  convinced  himself 
that  sight  left  nothing  to  be  desired,  and  he  gave  the  lad 
a  certificate  to  the  effect  that  either  thei*e  must  have  been 
a  mistake  or  that  some  change  had  since  taken  place  in 
the  lad's  vision.  It  was  necessary  for  them  to  bear  in 
mind  the  possible  effects  of  persistent  close  application 
to  near  objects,  and  this  gave  weight  to  the  author's 
suggestion  as  to  the  use  of  the  black-board  instead  of  the 
slate  or  paper. 

Mr.  Anderson  Critchett  observed  that  the  question 
was  one  of  almost  national  importance,  seeing  that  it 
involved  the  sight  of  the  youth  in  one  of  the  services. 
He  had  had  three  similar  cases  brought  to  his  notice 
lately,  one  in  which  the  boy  was  rejected  by  the  naval 
authorities,  but  under  atropine  vision  returned  to  normal 
in  both  eyes.  In  another  case  last  summer  a  boy,  the 
only  son  of  his  mother,  who  was  a  widow,  succeeded  in 
gaining  the  coveted  prize,  a  scholarship,  but  was  rejected 
on  the  ground  that  one  of  his  eyes  did  not  come  up  to  the 
proper  standard.  One  was  normal  and  the  other  was  just 
below.  He  found  on  testing  that  it  needed  half  a  dioptre 
concave  to  bring  the  sight  in  the  weaker  eye  up  to  |-,  but 
retinoscopy  showed  it  to  be  normal,  so  that  the  condition 
was  probably  due  to  ciliary  spasm.  He  gave  a  certificate 
to  the  effect  that  it  was  due  to  spasm,  and  that  if  the 
authorities  would  allow  the  lad  a  rest  for  six  or  seven 
weeks  all  would  be  well.  This  proved  to  be  the  case, 
and  he  ultimately  passed. 
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Dr.  Beonner  remarked  that  a  medical  inspector  had 
been  appointed  iu  Bradford  whose  chief  duty  it  would  be 
to  examine  the  vision  of  children  in  the  board  schools  at 
regular  intervals.  He  would  also  visit  the  schools  and 
see  that  the  children  were  instructed  to  hold  their  heads 
in  a  proper  manner,  and  that  the  light  came  from  the 
proper  quarter.  That  was  an  important  detail,  because  in 
board  schools  the  light  often  came  from  a  wrong  place, 
and  masters  allowed  children  to  hold  their  books  as  they 
pleased.  The  teacliers  were  under  orders  to  obey  the 
instructions  of  the  medical  officer  in  respect  of  these 
matters. 

Dr.  Hill  Griffith  said  that  statements  were  made 
which  those  who  made  them  would  often  be  much  em- 
barrassed to  substantiate.  Mention  had  been  made  of 
diminishing  hypermetropia,  but  did  hypermetropia  ever 
diminish  ?  Personally  he  had  never  found  this  to  be  the 
case,  but  a  distinguished  ophthalmic  surgeon  actually 
recommends  that  hypermetropia  be  not  fully  corrected 
in  case  of  preventing  the  proper  development  of  the  eye. 

Mr.  Batten  said  that  the  prognosis  of  the  occurrence  of 
myopia  should  not  depend  solely  on  family  history,  but  on 
the  condition  of  the  fundus  and  other  physical  signs. 
Signs  of  commencing  myopia  were  met  with  even  in 
hypermetropic  persons. 

Mr.  Wray,  in  reply,  said  the  great  thing  was  to  ascer- 
tain whether  the  hypermetropia  was  diminishing  or  the 
myopia  increasing,  or  in  other  words  whether  the  refrac- 
tion increased.  Diminishing  hypermetropia  he  said  was 
an  every-day  occurrence. 
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3.     On   benzoyl-pseudo-tropeine   or   "  trojoa-cocaine "    as    a 
local  ansesthettc  in  eye  surgery. 

By   T.   J.   BOKENHAM. 

At  the  Nottingham  meeting  of  the  British  Medical 
Association  held  in  1892,  an  interesting  paper  was  read  by 
Dr.  Chadbourne,  assistant  in  Liebreich's  laboratory,  on  the 
"  Local  Anassthetic  Properties  of  a  New  Coca  Base," 
obtained  from  the  small-leaved  coca  plant  of  Java.  This 
base  had  been  isolated  by  Giesel  and  studied  by  Lieber- 
mann,  who  ascertained  that  it  was  chemically  benzoyl- 
pseudo-tropeine,  and  therefore  more  nearly  related  to  the 
atropine  than  the  cocaine  group.  I  need  not  here  enter 
at  any  length  into  the  chemistry  of  this  alkaloid,  which 
was  Avell  described  by  Dr.  Chadbourne.  It  will  be  suffi- 
cient to  state  that  Liebermann  was  able  to  obtain  from  the 
crude  substance  pseudo-tropeine,  which  was  identical  with 
the  pseudo-tropeine  obtainable  from  hyoscyamus.  From 
this  pseudo-tropeine  he  was  able  by  a  simple  chemical  pro- 
cess to  re-form  benzoyl-pseudo-tropeine.  It  is  with  this 
"  synthetical  "  alkaloid,  or  rather  its  hydrochloride,  that 
most  of  the  clinical  trials  have  been  made;  the  crude 
natural  substance  appearing  to  contain  some  impurity 
which  rendered  it  too  irritating  for  use  in  the  eye. 

In  June,  1892,  Dr.  Chadbourne  was  good  enough  to 
send  me  a  specimen  of  the  synthetic  alkaloid  in  the  form 
of  hydrochlorate,  with  the  request  that  I  would  try  it  in 
ophthalmic  surgery  and  on  animals.  He  sent  me  at  the 
same  time  reports  of  a  most  favorable  nature  by  Pro- 
fessor Schweigger  and  his  assistant,  Dr.  Silex,  both  of 
whom  had  been  much  impressed  by  its  anaesthetic 
properties  in  a  variety  of  ophthalmic  operations.  Accord- 
ing to  their  report,  anesthesia  from  benzoyl-pseudo- 
tropeine,  or  "  tropa-cocaine,"  as  I  shall  for  the  future 
call  it,  adopting  Dr.  Chadbourue's  short  name  for  the  bodj^, 
came  on  more  rapidly,  and  lasted  longer  than  that  pro- 
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duced  by  a  similar  strength  of  cocaine.  If  the  sohitiou 
was  made  up  with  '75  per  cent,  saline  solution  it  was 
practically  free  from  irritant  properties.  These  statements, 
coupled  with  Dr.  Chadbourne's  observation  that  tropa- 
cocaine  was  four  times  less  poisonous  than  cocaine,  encou- 
raged me  to  think  that  this  drug  would  prove  an  impor- 
tant addition  to  our  already  long  list  of  local  ansesthetics. 

Whether,  however,  on  account  of  the  difficulty  in  obtaining 
specimens,  or  from  the  fact  that  it  was  not  brought  specially 
to  the  notice  of  ophthalmic  surgeons  in  this  country,  tropa- 
cocaine  seems  to  have  been  practically  forgotten,  and  as 
my  own  observations  lead  me  to  entirely  corroborate  the 
favorable  reports  already  mentioned,  I  have  taken  this 
opportunity  of  bringing  it  before  the  notice  of  this  Society. 

My  more  purely  experimental  or  physiological  observa- 
tions I  need  not  do  inore  than  mention  here.  I  will 
only  say  that  I  found' the  drug  possessed  of  but  feeble 
toxicity  as  compared  with  cocaine,  and  to  possess  but 
little  effect  either  on  the  heart  or  blood-pressure.  In 
a  three  per  cent,  solution  made  up  with  saline  solution 
it  was  practically  non-irritating  to  the  eye,  and  I  em- 
ployed it  in  numerous  minor  surgical  operations  in 
Mr.  Couper's  clinic  at  Moorfields.  I  found  it  most  efficient 
for  the  painless  removal  of  foreign  bodies,  even  if  the  eye 
were  acutely  inflamed  at  the  time.  Two  minutes  was,  as  a 
rule,  sufficient  for  the  establishment  of  complete  anesthesia 
if  one  or  two  drops  of  a  8  per  cent,  solution  were  instilled. 
It  had  the  advantage  over  cocaine  of  causing  no  dilatation 
of  the  pupil,  a  double  advantage  to  the  operator  as 
rendering  the  localisation  of  the  foi'eign  body  more  easy, 
and  to  the  patient  as  not  interfering  with  his  subsequent 
vision.  It  produced  no  paralysis  of  accommodation,  no 
drying  of  the  corneal  epithelium,  and  no  dilatation  of  the 
conjunctival  vessels,  such  as  follows  the  use  of  the  cardiac 
tonics,  digitalis,  helleborine,  &c.,  as  local  ansesthetics. 
The  ischgemia,  characteristic  of  the  action  of  cocaine,  was 
also  entirely  absent. 

The  3  per  cent,  solution  was   not  quite  strong   enough 
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to  deaden  the  pain  of  application  of  ''  mitigated  stick" 
or  "  lapis  divinus  "  to  the  lids  in  cases  of  trachoma,  and  for 
these  purposes  I  have  employed  a  10  per  cent,  solution  with 
success  at  least  as  great  as  with  cocaine.  The  same  solu- 
tion has  also  been  employed  with  satisfactory  results  in  two 
cases  of  operation  for  strabismus,  one  of  division  of  stric- 
ture of  the  lachrymal  duct,  and  three  cases  of  operations 
on  Meibomian  cysls. 

Recently  Messrs.  Burroughs  and  Wellcome  have  at  my 
suggestion  obtained  a  supply,  and  made  it  up  for  me  in 
the  form  of  minute  discs,  each  containing  one  fiftieth  of 
a  grain  of  the  hydrochlorate  of  the  alkaloid  in  a  basis  of 
milk-sugar,  with  a  trace  of  sodium  chloride.  This  form  I 
have  found  extremely  convenient ;  a  tablet  when  intro- 
duced into  the  conjunctival  sac  on  the  end  of  a  damp 
camel's-hair  brush  becomes  almost  immediately  converted 
into  a  smooth  non-irritating  paste,  a  condition  most  favor- 
able to  the  rapid  action  of  the  drug,  and  to  the  avoidance 
of  waste.  The  drug  being  at  present  expensive,  this  is 
a  most  important  advantage. 

I  have  also  used  tropa-cocaine  as  an  addition  to  solutions 
of  eserine  to  lessen  the  smarting  produced  by  this  latter 
alkaloid  ;  I  think  it  superior  to  cocaine  for  this  purpose, 
as  it  has  no  pupil-dilating  effects.  Messrs.  Burroughs 
and  Wellcome  are  also  making  discs  in  accordance  with 
this  suggestion. 

Now  that  tropa-cocaine  can  be  readily  obtained  I  trust 
that  others  will  employ  it.  I  hope  their  observations  will 
corroborate  my  own  conclusions,  which  are  as  follows  : 

1.  Tropa-cocaine  does  not  cause  dilatation  of  the  pupil, 
or  any  disturbance  of  accommodation. 

2.  It  is  less  poisonous  than  cocaine,  the  toxic  dose  being 
at  least  four  times  as  great. 

3.  It  does  not  affect  the  vascular  condition  of  the  eye 
like  cocaine  and  the  other  local  anaesthetics. 

4.  It  does  not  produce  unpleasant  effects  if  swallowed 
during  an  operation,  nor  does  it  produce  discomfort  in  the 
throat  like  cocaine. 
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5.  In  the  form  of  a  solution  it  keeps  far  better  than  a 
corresponding  solution  of  cocaine^  and  in  discs  it  should 
keep  indefinitely. 

I  trust  that  these  few  observations  will  be  considered 
sufficient  justification  for  my  having  brought  the  matter 
before  this  Society.  {November  9th,  1893.) 

Mr.  Priestley  Smith,  in  reply  to  the  President,  said 
his  regulation  solution  of  cocaine  was  4  per  cent.,  and  the 
time  of  application  ten  minutes.  He  had  lately  dimin- 
ished the  time  in  some  cases,  being  under  the  impression 
that  in  some  persons  the  maximum  effect  was  apt  to  pass 
off  in  spite  of  a  continued  application.  A  sort  of  reaction 
seemed  to  take  place.  As  to  the  supposed  danger  of  a 
too  strong  solution,  he  sometimes,  after  using  a  drop  of 
the  ordinary  solution  to  remove  the  superficial  sensibility, 
applied  the  cocaine  in  powder.  He  took  care  to  have  the 
eyelids  closed  until  the  moment  of  operation,  so  as  to 
avoid  drying  and  death  of  the  corneal  epithelium,  and  had 
never  under  these  circumstances  seen  any  harm  arise. 

Mr.  Power  did  not  think  that  cocaine  always  dilated 
the  pupil.  Its  action  in  this  respect  seemed  to  be  some- 
what irregular.  The  question  as  to  the  strength  of  cocaine 
to  employ  was  another  important  point,  as  well  as  the 
length  of  time  it  should  be  applied  previous  to  the  opera- 
tion. He  had  had  some  serious  cases  under  his  own  care 
resulting  from  the  use  of  too  strong  solutions  of  cocaine. 
In  one  case  where  a  25  per  cent,  solution  had  accidentally 
been  instilled,  it  appeared  to  have  produced  almost  the 
effect  of  a  caustic.  Personally  he  used  a  5  per  cent, 
solution,  one  drop  being  instilled  into  the  eye  every  five 
minutes  or  so  for  half  an  hour.  That  plan  had  always 
afforded  sufficient  ansesthesia. 

Mr.  Nettleship  said  that  he  used  a  2  per  cent,  solution 
for  cataract  or  for  simple  iridectomy,  applying  it  about 
three  times  during  from  five  to  seven  minutes  before  the 
operation.  That  neai'ly  always  gave  the  required  degree 
of  ansesthesia. 
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Mr.  Hartridge  observed  that  it  was  very  difficult  to 
measure  the  comparative  strength  of  different  local  anaes- 
thetics. From  his  experience  he  doubted  whether  the  new 
alkaloid  had  really  superior  ausesthetic  properties  to 
cocaine^  though  the  facts  that  it  did  not  dilate  the  pupil 
and  produce  dryness  of  the  throat  were  incontestable 
advantao-es.  He  agreed  with  the  previous  speaker  that 
cocaine  used  for  a  short  time  before  the  operation  was 
more  efficient  than  if  used  for  long.  In  fact,  a  few  appli- 
cations extending  over  not  more  than  ten  minutes  was  much 
more  satisfactory  than  when  spread  over  a  longer  period. 


4.    The  use  of  chlorine  water  in  ocular  therapeutics. 
By  J.  B.  Lawford. 

I  FEEL  inclined  to  preface  these  brief  remarks  by  an 
apology  for  occupying  the  time  of  the  Society  with  a  so 
unimportant  communication. 

The  employment  of  Liquor  or  Aqua  Chlori  in  ocular 
therapeutics  is  by  no  means  new  ;  it  seems,  however,  to 
have  fallen  into  disuse  of  late  years,  and  is  not  men- 
tioned as  a  remedy  in  many  of  the  modern  text-books. 
There  is  no  doubt,  I  think,  that  it  is  a  valuable  remedy 
in  certain  cases,  and  one  which  may  not  improbably 
come  into  more  general  use.  The  difficulties  of  obtain- 
ing it  freshly  prepared  have,  at  least  in  our  large  towns, 
almost  disappeared,  thanks  to  the  excellence  of  the  phar- 
maceutical chemists'  laboratories. 

In  a  communication  to  this  Society  in  November,  1892 
('Ophth.  Soc.  Trans.,'  vol.  xiii,  p.  220),  Dr.  Berry  re- 
ferred to  some  experimental  evidence  in  favour  of  the 
employment  of  chlorine  water  as  an  intra-ocular  injection 
in  suppuration  within  the  eyeball.  These  experiments 
were  carried  out  by  Dr.  Chasseaud,  and  his  report  of 
them  was  subsequently  published  in  the  '  Journal  of 
Pathology    and    Bacteriology,'   November,   1893.      In  the 
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discussion  which  followed,  several  members  of  the  Society 
spokcj  but,  so  far  as  I  remember,  no  one  except  Dr.  Berry 
had  actually  employed  this  remedy  in  practice.  In  the 
interval  which  has  since  elapsed  many  opportunities  must 
have  occurred  for  the  trial  of  Liquor  Chlori,  and  I  hope 
my  meagre  contribution  may  be  followed  by  remarks  from 
other  members  giving  us  the  benefit  of  their  experience. 

I  need  hardly  say  that  chlorine  water,  to  be  suitable 
for  use,  must  be  freshly  prepared.  The  chief,  or  perhaps 
the  only  drawback  to  its  use,  is  that  even  with  every 
precaution  it  cannot  be  kept  without  decomposition  ;  the 
change  which  takes  place  (viz.  the  decomposition  of  the 
water,  escape  of  the  oxygen,  and  formation  of  hydrochloric 
acid)  renders  it  unfit  for  application  to  the  ocular  tissues. 

I  have  appended  short  notes  of  a  few  of  the  cases  in 
which  I  have  used  Liquor  Chlori,  but  with  your  permis- 
sion, Mr.  Chairman,  I  will,  instead  of  reading  them,  very 
briefly  epitomise  my  experience  as  follows. 

In  all  the  cases  but  one  the  chlorine  was  used  as  an 
antagonist  to  suppuration  which  had  already  begun,  and 
the  result  as  regards  the  suppuration  was  nearly  always 
satisfactory,  sometimes  eminently  so,  but  in  a  compara- 
tively large  proportion  of  the  cases  the  eye  was  per- 
manently and  seriously  damaged  by  the  original  disease. 

I  have  had  only  two  cases  which  seemed  to  me  suitable 
for  the  employment  of  Liquor  Chlori  as  an  intra-ocular  in- 
jection j  both  were  cases  of  severe  hypopyon  keratitis  after 
perforating  wound,  in  which  the  anterior  chamber  became 
filled  with  pus  ;  a  section  was  made  in  the  cornea  and  the 
A.C.  freely  washed  out  with  freshly  prepared  chlorine  water. 
In  one  suppuration  was  completely  arrested  ;  in  the  other 
the  condition  of  the  eye,  which  till  then  had  become  pro- 
gressively worse,  slowly  improved,  and  eventually  became 
quiet,  though  with  vision  reduced  to  perception  of  light.* 

The  other  cases  of  which  I  give  notes  include  gonor- 
rhoeal  ophthalmia  in  a  male  patient,  a  case  of  purulent 

*  Tliis  eye  was  removed  three  and  a  half  months  later  for  the  relief  of 
pain. 
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dacryo-cvstitis  iu  which  an  abrasion  of  cornea  had 
become  by  infection  a  large  sappurating  ulcer  threatening 
to  destroy  the  cornea,  and  one  case  of  membranous  con- 
junctivitis (possibly  diphtherial)  in  an  orbit  from  which 
the  eye  had  been  removed  years  before. 

In  these  three  cases,  but  especially  in  the  dacryo- 
cystitis case,  the  effect  of  the  chlorine  was  most  gratify- 
ing. In  most  of  my  cases  I  did  not  begin  treatment  with 
chlorine  water,  but  used  it  only  after  the  failure  of 
remedies  with  which  I  was  more  familiar;  this,  I  think, 
was  an  error  on  my  part.  I  do  not  pretend  that  this 
remedy  is  wholly  satisfactory,  I  have  several  times  been 
much  disappointed  with  it  ;  but  I  consider  it  one  of  the 
most  applicable  of  the  known  germicidal  remedies,  and  it 
has  certain  distinct  advantages  over  some  of  its  compe- 
titors :  it  has  been  shown  experimentally  {vide  Chasseaud) 
that  its  effect  upon  the  intra-ocular  tissues  is  much  less 
harmful  than  that  of  other  strong  antiseptics,  and  as  an 
application  to  the  surface  of  the  eye  it  is  less  painful 
than  any  of  the  more  commonly  used  solutions,  e.  g. 
nitrate  of  silver,  perchloride  of  mercury,  &c. 

Case  1.  Perforating  ivonnd  of  eye  ;  s^cppiirative  keratitis 
and  iritis  ;  A.  C.  icashed  out  u'ith  Liq.  Chlori  ;  arrest  of 
s^ippiiration ;  hlindness  from  secondary  glaucoma. — H.  W — , 
male  £et.  33,  Left  :  wound  of  cornea,  iris,  and  lens, 
September  23rd,  1893,  by  chip  of  stone.  Admitted 
twenty-four  hours  later, 

September  25th. — Suppuration  of  cornea  ;  A.  C.  nearly 
filled  with  pus.  Incision  at  sclero-corneal  junction  ;  A.  C. 
freely  washed  out  with  chlorine  water  by  means  of 
McKeown's  syringe. 

26th. — Much  congestion  and  pain,  cornea  very  opaque. 

27th. — Marked  improvement  ;  cornea  less  opaque  ; 
wound  looks  healthier. 

Chlorine  water  was  used  as  an  external  application  till 
October  2nd,  at  which  date  the  wound  was  well  healed, 
and  no  trace  of  suppuration  could  be  detected. 
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The  greater  portion  of  the  opaque  lens  was  subsequently 
extracted  through  a  corneal  incision,  and  the  wound 
healed  quickly  and  without  delay. 

November  3rd. — Patient  discharged  from  hospital. 

January  11th,  1894. — The  eye,  which  was  blind  and 
with  increased  tension,  was  excised  for  relief  of  pain. 

Case  2.  Wound  of  cornea  hy  stalk  of  rye  j  severe  hypopyon 
heratitis ;  injection  of  Liquor  Ghlori  into  A.  G.  ;  gradual 
cessation  of  supjpuration. — W.  P — ,  set.  77,  admitted  June 
3rd,  1893,  with  central  sloughing  ulcer  of  R.  cornea  and 
hypopyon  several  days  after  wound  by  rye  stalk.  Left 
eye  had  been  excised  nineteen  years  before  after  a  similar 
injury. 

On  admission  ulcer  cauterised  with  galvaao-cautery. 

June  7th. — Ulcer  scraped  and  again  cauterised. 

14th. — Much  worse  ;  section  of  cornea,  A.  C.  thoroughly 
washed  out  with  chlorine  water. 

20th. — Very  little  improvement ;  chlorine  water  applied 
to  the  cornea  daily. 

28th. — Eye  slowly  becoming  quiet.      V.  =  good  p.  1. 

August  2nd. — Cornea  somewhat  flattened  and  clearing 
a  little. 

Case  3.  Abrasion  of  cornea  in  a  patient  with  chronic 
dacryo-cystitis ;  suptpurating  ulcer  of  cornea,  icith  hypo- 
pyon ;  treatment  vnth  chlorine  vjater  ;  rapid  recovery. — 
M.  A.  B — ,  aet.  48,  admitted  January  19th,  1894,  some 
days  after  wound  of  right  cornea  by  piece  of  coal.  Muco- 
purulent secretion  regurgitated  from  lachrymal  sac  on 
pressure  ;  central  suppurating  ulcer  of  cornea. 

The  lower  canaliculus  was  divided,  and  the  lachrymal 
sac  carefully  syringed  with  Liq.  Chlori,  at  first  once,  and 
subsequently  twice  a  day.  The  same  remedy  was  applied 
to  the  ulcer. 

Rapid  improvement  occurred,  and  the  patient  left  the 
hospital  February  20th.  Ulcer  completely  healed.  No 
pus  in  lachrymal  sac. 

VOL.  XIV.  16 
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Case  4.  Gonorrhoeal  conjunctivitis ;  sloughing  of  cornea  ; 
treatment  hy  chlorine  water. — G.  T — ,  male  tet.  26.  Left 
affected  three  days  ;  abundant  pui-ulent  discharge  ;  mode- 
rate chemosis  and  swelling  of  lids  ;  difficulty  in  everting 
the  lids. 

Treatment  by  a  lotion  of  sublimate  used  by  means  of  an 
irrigator  every  two  hours,  and  application  of  strong 
solution  of  nitrate  of  silver  (gr.  xv  ad  5j)  to  the  con- 
junctival surface  of  the  lids  twice  daily.  This  was  con- 
tinued for  three  days,  but  the  silver  was  then  omitted, 
and  chlorine  water  substituted.  It  was  applied  twice  a 
day  by  means  of  an  india-rubber  syringe.  The  con- 
junctival conditions  soon  improved  noticeably,  although 
the  corneal  disease  was  too  advanced  to  be  arrested  short 
of  perforation.  The  eye  was  subsequently  excised  to 
prevent  sympathetic  disease  of  its  fellow. 

The  difference  in  the  effect  of  the  silver  nitrate  and 
the  chlorine  water  upon  the  character  and  quantity  of  the 
conjunctival  pus  was  most  noticeable,  and  greatly  in 
favour  of  the  chlorine.  Moreover  the  application  of  the 
silver  to  the  conjunctiva  was  so  painful  that  the  patient's 
general  condition  was  suffering  from  want  of  sleep,  &c., 
at  a  time  when  all  his  powers  of  resistance  were  requisite 
to  resist  the  disease  by  which  he  had  been  attacked. 

Case  5,  Membranous  {?  diphtherial)  conjunctivitis ; 
marked  improvement  under  treatment  by  Liq.  Chlori. — 
Rose  R — ,  aet.  22,  L.  eye  excised  after  injury  some  years 
ago.  Patient  has  attended  at  long  intervals  for  removal 
of  small,  hard,  warty  granulations  in  socket,  growing  from 
conjunctiva,  and  at  times  preventing  the  wearing  of  an 
artificial  eye. 

January  2nd,  1894. — Two  such  granulations  snipped 
off,  and  AgNOg  applied  to  bases. 

8th. — A  definite  soft  greyish  membrane  on  conjunctiva 
near  site  of  former  gi'anulations,  which  when  peeled  oft" 
left  bleeding  surface.  This  membrane  was  removed 
on  several  occasions,  but  always  re-formed,  and  extended 
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to  other  parts  of  the  conjunctiva.  Applications  of  perchlo- 
ride  of  mercury  in  solution  and  quinine  in  solution  seemed 
to  have  little  or  no  effect.  Chlorine  water  carefully  applied 
to  the  conjunctiva  from  which  the  membrane  had  been  re- 
moved;  very  rapidly  effected  a  cure.  The  membrane  was 
not  examined  microscopically.  There  was  no  known 
contact  with  diphtheria  of  throat.  {July  6th,  1894.) 

Mr.  Lang  said  he  had  had  one  opportunity  of  using  it, 
and  that  was  in  a  case  of  suppuration  after  needling  the 
capsule  for  secondary  cataract.  He  made  a  large  incision 
in  the  cornea,  removed  a  plug  of  lymph  from  the  anterior 
chamber,  and  then  irrigated  the  chamber  freely  with 
chlorine  water.  The  suppuration  was  certainly  arrested, 
but  the  eye  was  not  saved,  though  it  was  not  excised,  but 
a  year  later  it  had  shrunk  a  good  deal.  He  had  also 
used  it  in  numerous  cases  of  hypopyon  and  other  forms 
of  corneal  ulceration,  but  on  the  whole  he  had  been  dis- 
appointed with  it.  Sometimes  he  obtained  brilliant 
results,  but  these  could  not  be  relied  upon,  although  he 
had  made  a  point  of  using  a  freshly  prepared  solution. 
In  spite  of  this  precaution  the  results  had  not  been  uni- 
formly good,  so  that  he  had  ceased  to  employ  it.  At  the 
same  time  he  was  of  opinion  that  it  was  by  far  the  best 
remedy  for  attempting  to  arrest  suppuration  after  any 
cataract  operation. 

Mr.  Lawford,  in  reply,  said  he  had  not  himself  used 
chlorine  water  for  suppuration  in  the  vitreous.  Dr.  Berry, 
in  the  paper  referred  to,  had  reported  two  cases  in  which 
suppuration  in  the  vitreous  was  arrested  by  these  means, 
though  sight  was  lost.  In  the  first  of  the  cases  now  re- 
ported he  was  able  to  extract  a  traumatic  cataract  about 
ten  days  after  the  injection  of  chlorine,  and  no  untoward 
results  ensued.  The  eye  subsequently  became  blind  and 
painful  from  secondary  glaucoma,  and  was  excised  three 
and  a  half  mouths  after  tlie  original  injury.  He  had  only 
once  tried  it  in  membranous  conjunctivitis,  probably 
diphtherial,    and   its   effect   on   the   membrane    was  very 
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satisfactory.  Von  Graefe  had  recommended  it  in  some 
cases  of  granular  lid,  but  personally  he  had  had  no  ex- 
perience with  it  in  this  class  of  cases. 


5.  Imjyairment  of  consensual  doivnicard  movement  in  right 
eyelid,  iviili  retraction  of  the  lid  and  infrequent  u'inlcing, 
and  commencing  Graves's  disease. 

By  Ernest   Clarke. 

Patient  is  an  unmarried  woman  ^t.  26.  She  first 
noticed  fulness  and  pain  of  right  eyelid  six  months  ago, 
after  a  severe  shock  and  disappointment. 

Fig.  21. 
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Present  condition. — Graefe's  lid  sign  is  well  marked  on 
the  right  side,  and  can  be  detected  slightly  on  left  side. 
Retraction  of  the  lid  (Cooper's  sign)  and  infrequent 
winking  (Stell way's  sign)  are  also  present  on  right  side. 
There  is  slight  bilateral  enlargement  of  the  thyroid  gland. 
The  patient  suffers  from  palpitation  and  dyspncEa.  She 
can  close  the  right  eye  well,  but  she  says  she  is  conscious 
of  a  distinct  effort  in  doing  so.  On  the  lower  half  of  the 
right  cornea  are  numerous  small  opacities  (?  remains  of 
neuro-paralytic  keratitis). 

R.  E.  -,^   -  1-5  =  f . 

L.  E.  f .  {Octoher  19th,  1893.) 


6.   Nystagmus  in  a  man  who  lias  worked  in  a  had  light  for 
eighteen  years. 

By  W.  Aeams  Frost. 

James  F — ,  tet.  42,  a  healthy-looking  man.  For  sixteen 
years  he  was  employed  at  night  in  a  cab  yard,  his  duty 
consisting  in  washing  the  cabs.  The  yard  is  said  to  have 
been  very  badly  lighted.  A  year  and  a  half  ago  he  was 
promoted  to  the  position  of  night  foreman  in  the  same 
yard.  Since  then  he  has  had  to  take  money  and  to  enter 
the  amounts  received. 

Two  years  ago  he  noticed  that  objects  appeared  to 
dance  about  when  he  got  up  from  his  work.  This  at 
first  used  to  last  about  a  minute,  but  the  duration  soon 
became  longer,  and  befoi-e  long  he  found  that  objects  only 
appeared  to  be  stationary  when  he  was  looking  down. 
About  a  year  ago  he  noticed  that  objects  when  viewed 
with  the  right  eye  appeared  to  have  a  rotatory  motion, 
while,  viewed  with  the  left  eye,  their  movement  was  in 
a  nearly  vertical  direction. 

Present  condition. — V.  =  §  each  eye.    Pupils  equal  and 
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active.  He  has  been  carefully  examined  by  Dr.  Penrose 
for  any  evidence  of  disease  of  the  nervous  system,  with  a 
negative  result.  He  has  also  been  seen  by  Dr.  Hughlings 
Jackson. 

When  the  eyes  are  directed  to  an}-  point  below  the 
horizontal  level  nothing  abnortnal  is  to  be  noticed. 
Directly  they  are  raised  above  the  horizontal  line  there  is 
nystagmus  in  both  eyes.  The  movements  are  of  a  rapid 
oscillating  character,  the  excursions  being  very  limited. 
They  do  not  appear  to  be  influenced  by  the  position  of 
the  eyes,  as  long  as  they  are  above  the  horizontal  plane. 

In  the  right  eye  the  movement  appears  to  be  chiefly  a 
to-and-fro  "  wheel  rotation  "  of  the  cornea,  associated  with 
a  slight  horizontal  oscillation.  In  the  left  eye  the  oscil- 
lation is  chiefly  in  the  vertical  plane,  but  there  is  also 
slight  eccentric  rotation  of  the  coimea,  the  centre  of  the 
rotation  appearing  to  lie  in  the  sclerotic  about  a  quarter 
of  an  inch  from  the  inner  margin  of  the  cornea. 

Had  influenza  three  years  ago,  with  much  headache  ; 
in  bed  a  week.      No  history  of  syphilis. 

July,  1894.  —  Since  he  was  exhibited  at  the  Society 
patient  has  Avorn  dark  glasses  and  abstained  from  work. 
He  can  now  raise  the  eyes  slightly  above  the  horizontal 
plane  without  nystagmus  occurring  ;  above  the  level  the 
movements  are  as  marked  as  when  he  was  shoAvn. 

{Card  specimen.     March  8th,  1894.) 


7.  Binasal  hemianopia  in  a  case  of  tahes  dorsalis. 

By  W.  Lang  and  C.  E.  Beevor. 

Harriet  P — ,  set.  33,  married  ten  years  ago.  Two  years 
ago  she  noticed  that  her  sight  was  not  clear.  Eight  months 
unable  to  read.  Two  months  has  had  rheumatic  pains  in 
legs.    Three  months  after  marriage  had  "  blood-poisoning  " 
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with  rash  over  chest  and  back.  Four  children  died  in  two 
weeks  after  birth ;   one  child  born  dead  ;  one  miscarriage. 

At  present  no  inco-ordination  with  eyes  shut ;  walks 
rather  unsteadily,  and  cannot  walk  toe  and  heel  along  a 
straight  line ;  no  inco-ordination  in  hands ;  sphincters  not 
affected  ;   knee-jerks  absent. 

Pupils  do  not  react  to  light,  but  do  so  to  accommodation. 
Movements  of  eyeballs  normal. 

Vision  on  September  9th,  1893.— R.  V.  -^,  J.  6  at 
16  cm.  ;  L.  V.  g%,  5  -  0-50  =  -^,  J.  12  at  20  cm. 

Optic  atrophy  both  discs ;  binasal  hemianopia  (see 
charts).      Red-green  blind. 

May  24th. — V.  not  quite  q^j,  not  read  J.  20  with  single 
eye.  {Card  specime7i.      June  \Ath,  1894.) 


8.  Functional  amblyopia  and  achromatopsia,  of  right  eye 
in  a  man,  associated  tvith  loss  of  other  special  senses, 
right  hemiplegia,  tremors,  and  hemiansesthesia. 

By  C.   E.  Beevor. 

Thomas  G — ,  aet.  35,  married,  meat  porter. 

On  March  1st  struck  on  back  below  right  shoulder  by 
half  a  quarter  of  beef,  weighing  255  lbs.,  while  in  stooping 
position,  which  sent  him  on  to  his  knees  ;  went  on  with 
work  for  next  ten  hours,  then  had  pain  in  back  and  left 
off  work  for  twenty-seven  days,  then  resumed  for  two 
weeks,  when  pain  was  worse  and  he  ceased  work.  Seven 
weeks  ago  was  in  bed  for  slight  ailment,  and  on  getting 
up  found  he  had  tremor  of  right  arm  and  leg. 

At  pjresent,  Vision — R.  =  -^  and  J.  6  at  6  inches 
(barely),  narrowing  of  field,  complete  achromatopsia ; 
L.  =  -j-g  and  J.  6  at  6  inches  (see  charts.  Figs.  26  and  27). 
Pupils  equal,  react  to  light  and  accommodation. 

Hearing  R.  =  0  for  watch.  Tuning-fork  on  teeth 
heard  in  left  ear  much  better  than  right.   Loss  of  taste  and 
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smell  on  right  side.  Right  hemianaasthesia  and  hemi- 
analgesia.  Grasp  of  right  hand  weak,  tremor  of  the  upper 
limb,  paralysis  and  tremor  of  extensors  of  right  toes  and 
ankle.      Knee-jerks  increased.      No  ankle-clonus. 

{Card  specimen.      July  QtJi,  1894.) 


9.   Orthochromatic  plates  for  photographing  the  interior  of 
the  human  eye. 

By  LuciEN   Howe. 

It  is  so  easy,  in  theory,  to  photograph  the  interior  of 
the  eye,  that  it  has  undoubtedly  been  attempted  many 
times.  It  is  so  difficult,  however,  in  fact  to  accomplish 
this,  that  no  satisfactory  results  have  been  obtained,  in 
spite  of  the  great  value  of  this  method  of  recording 
observations  if  it  could  be  brought  to  perfection. 

My  reason  for  calling  attention  to  the  subject  is  not 
because  of  any  special  success,  but  rather  because  many 
failures,  in  patient  and  repeated  attempts,  enable  me,  I 
think,  to  point  out  in  what  direction  the  main  difficulty 
lies,  and  how  it  must  be  ultimately  overcome. 

I  refer  to  the  use  of  the  so-called  orthochromatic  or 
isochromatic  plates.  It  is  well  to  preface  my  few  remarks 
concerning  that  point  by  showing,  in  a  word,  the  results 
of  former  attempts  to  accomplish  the  same  end.  I  do 
this  not  only  to  show  the  effects  by  different  methods, 
but  because  I  am  able  to  exhibit  here  together  the  only 
three  other  attempts  which,  as  far  as  I  can  ascertain, 
have  thus  far  been  published. 

The  first  of  these  photographs  which  I  present  is  that 
obtained  by  Dr.  Rosbrugh,  of  Toronto.  The  methods  by 
which  he  obtained  this  result  and  the  apparatus  employed 
are   described    by    him     in     the    '  Ophthalmic     Review  ' 
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This  represents  the  interior  of  the  eye  of  a  cat, 
and  merely  shows  that  it  is  possible  to  obtain  on  the 
glass  plate  an  indefinite  outline  of  some  object  at  the 
fundus  of  the  globe,  but  one  cannot  distinguish  even  the 
outline  of  the  optic  nerve,  and  the  lines  radiating  from 
the  centre,  probably  produced  by  the  corneal  reflex,  make 
the  whole  picture  so  blurred  that,  unless  one  knows  before- 
hand that  it  is  intended  as  a  picture  of  the  interior  of 
the  globe  of  the  eye,  it  would  hardly  be  recognised  as 
such. 

For  more  than  fifteen  years  little  or  nothing  seems  to 
have  been  done  with  the  subject,  but  during  the  last  five 
years  two  or  three  attempts  have  been  made,  the  I'esults  in 
two  of  which  I  am  able  to  present  more  completely  than 
in  the  articles  published  on  the  subject.  The  second  set 
of  experiments  to  which  I  wish  to  call  attention  was 
made  by  Dr.  A.  Eugene  Fick,  of  Zurich,  published  in  the 
'  Transactions  of  the  International  Medical  Congress,' 
Berlin,  1890.  He  used  the  eye  of  an  albino  rabbit,  and 
with  a  suitable  apparatus  was  able  to  obtain  a  picture  of 
the  fundus,  in  which  two  or  three  vessels  are  clearly 
recognisable,  though  nothing  can  be  seen  with  distinctness 
of  the  outline  of  the  optic  nerve.  His  article  on  the 
subject  is  illustrated  by  a  photograph  ;  but  one  which  I 
show  here,  made  by  him,  illustrates  rather  more  distinctly 
the  degree  of  perfection  which  was  reached.  It  should 
be  noted,  however,  that  the  human  eye  was  not  photo- 
graphed. 

The  third  article  to  which  I  would  call  attention  was 
published  by  Dr.  Oswald  Gerloff  in  the  '  Monatsblatter 
fiir  Augenheilkunde  '  for  1891,  p.  397.  The  photograph 
is  worthy  of  note  for  two  reasons.  Fii'st,  because  the 
writer  makes  an  attempt  to  obviate  the  vei*y  annoying 
corneal  reflex  by  covering  that  part  with  a  sort  of  cap, 
made  of  a  cover-glass  with  a  projecting  edge,  such  as 
would  correspond  to  a  wet  cell  over  the  cornea.  Again, 
it  is  to  be  noticed  that  Gerloff  presented  a  photograph  of 
the  human   eye,  but  apparently  hesitated   to  experiment 
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with  the  normal  eye,  using  instead,  for  his  subject,  one 
blind  from  atrophy.  The  success,  however,  is  not  what 
might  be  desired  ;  although  he  does  away  with  the 
corneal  reflex,  the  outlines  of  the  disc  are  with  difficulty 
recognised,  and  the  vessels  ai-e  hardly  more  apparent  than 
with  Fick^s  photograph  of  the  rabbit. 

Finally,  I  venture  to  call  attention  to  the  experiments 
made  by  myself,  which  Avere  referred  to  in  the  article 
published  in  the  *  Transactions  of  the  American  Ophthal- 
mol ogical  Society.' 

No.  1  of  these  series  is  the  photograph  of  an  artificial 
eye  Avith  an  isochromatic  plate.  In  this  the  outlines  of 
the  disc  are  perfectly  distinct,  and  can  be  followed  as 
readily  as  if  seen  in  the  normal  eye  with  an  ophthalmo- 
scope. 

Nos.  2  and  3  also  represent  an  artificial  eye. 

No.  4  is  the  photograph  to  which  I  wish  to  call  special 
attention.  It  is  that  of  the  interior  of  the  normal  human 
eye  with  the  pupil  widely  dilated.  The  apparatus  used 
was  that  already  described,  and  the  plate  was  one  of  the 
so-called  isochromatic  plates.  In  this,  it  must  be  con- 
fessed, there  are  many  imperfections,  but  the  outline  of 
the  disc  can  be  plainly  seen,  and  three  or  four  vessels 
traced  to  a  considerable  distance.  Imperfect  as  it  is,  it  is 
at  least  the  best  thus  far  produced.  I  wish  to  make 
due  acknowledgment  of  the  patient  attention  given  to 
these  experiments  by  Dr.  Elmer  Starr,  at  that  time  my 
assistant. 

Theoretically,  it  is  easy  to  take  a  picture  of  the  interior 
of  the  fundus  ;  for  since,  in  any  ophthalmoscopic  examina- 
tion, the  eye  of  the  observer,  when  placed  behind  the 
mirror,  is  nothing  more  than  a  camera,  it  is  therefore  natural 
to  suppose  that,  if  the  observer's  eye  were  replaced  by  a 
photographic  camera,  the  same  picture  of  the  intei'ior  of 
the  patient's  eye  would  fall  upon  the  glass  plate  as  is 
actually  produced  upon  the  retina  of  the  surgeon's  eye. 
This  arrangement,  as  I  said  before,  is  in  theory  simple 
enough ;     but   unfortunately   its   practical   application   in 
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tlius    photograpliiug   the    upright   image    of    the    fundus 
oculi  is  very  difficult. 

The  apparatus  which  I  have  used  has  already  been 
described  in  an  article  on  the  subject  in  the  '  Transactions 
of  the  American  Ophthalmological  Society/  vol.  iv,  p.  568, 
and  consists  essentially  in  a  demonstrating  ophthalmo- 
scope similar  to  the  one  suggested  by  Carter,  but  no  illus- 
trations such  as  these  were  given  there. 

From  my  experience  thus  far  with  the  subject,  I  am 
inclined  to  consider  the  advance  which  the  chemist  makes 
in  this  direction  as  the  most  important  in  the  question  of 
photographing  the  interior  of  the  eye.  Since  the  light 
reflected  from  the  fundus  is  red,  it  consequently  exerts 
little  or  no  influence  upon  the  ordinary  photographic  plate. 
Of  late  mauufactui-ers  have  made  unusual  effort  to  produce 
plates  which  are,  to  a  considerable  extent,  sensitive  to  the 
red  ray,  and  which  are  known  to  them  as  "  orthochromatic  ^' 
or  isochromatic. 

Various  formula3  have  been  given  for  their  production, 
the  most  useful  which  I  have  found  being  as  follows  : 
Erythrosine  ,  .  .  1*5  drachms. 

Ammonia  (88°)      ...  1  drachm. 

Alcohol        ....  6  ounces. 

Nitrate  of   silver  ...  1  drachm. 

Converted  into  chloride  with   hypochloric  acid, 

thoroughly  washed,  and  re-dissolved  in  ammonia  ; 

bulk  made  up  to  two  ounces. 

I  mention  this  formula  not  because  it  is  perfect  for  the 
purpose,  or  anywhere  near  so,  but  simply  because  it  seems 
the  best  thus  far  known.  I  wish  also  to  lay  stress  upon 
the  necessity  of  having  exceedingly  rapid  plates  for  doing 
this  work,  and  indicate  thus  the  direction  for  inquiry,  in 
order  that  other  experimenters  may  be  on  the  look-out  to 
seize  promptly  upon  any  such  advances  which  the  practical 
photographer  may  make. 

I  need  not  dwell  upon  the  great  advantages  Avhich  would 
result  from  the  perfection  of  this  form  of  recording,  and 
reporting  our  cases  exactly.      We  all  know  how  unreliable 
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are  the  drawings  which  we  see  of  any  condition  of  the 
interior  of  the  eye,  and  consequently  how  desirable  would 
be  a  photograph  of  it  if  properly  made.  I  therefore 
offer  these  imperfect  representatious  to  show  the  highest 
point  which  we  have  thus  far  i-eached  in  photographing 
the  interior  of  the  human  eye,  and  also  with  the  hope 
that  the  many  and  evident  imperfections  in  these  photo- 
graphs may  incite  other  experimenters  to  do  better  work 
in  the  same  direction. 

{October  19th,  1893.) 
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XV.  INSTRUMENTS,  &c. 

An  ophthalmotrope. 
By  E.  Landolt  (Paris). 

The  object  of  this  insti'ument  is  to  demonstrate  the 
direction  and  position  which  the  eye  takes  under  the  influ- 
ence of  each  of  its  muscles. 

A  schematic  eye  (Fig.  28),  represented  in  outline  merely 
by  bands  of  metal  for  its  vertical  and  horizontal  meri- 
dians and  its  equator,  with  a  cornea  attached,  is  so 
arranged  as  to  be  suspended  in  two  stationary  rings,  one 
horizontal  and  the  other  vertical,  the  forms  of  support 
being  the  rotatory  axes  of  the  muscles. 

In  order  to  show  the  action  of  the  lateral  recti  we 
merely  fasten  the  ends  of  the  vertical  axis  by  means  of 
the  two  corresponding  screws  {I). 

The  axis  of  the  superior  and  inferior  recti  (R  R)  and  of 
the  oblique  muscles  (0  0)  can  be  seized  between  similar 
screws  connected  with  the  horizontal  ring.  By  fastening 
the  screws  the  eye  is  held  in  the  position  desired. 

The  motion  produced  by  the  internal  and  external 
recti  is  so  simple  that  it  does  not  require  a  special  demon- 
stration. 

This  is  not  the  case  with  the  obliques  and  the  superior 
and  inferior  recti.  These  muscles  turn  the  cornea,  so  to 
speak,  upon  three  axes  :  the  horizontal  (elevation  and  de- 
pression), the  vertical  (abduction  and  adduction),  and 
the  antero-posterior  (inclination  of  the  vertical  meridian). 

It  is  often  difficult  to  make  students  understand  these 
three  movements  ;  the  last  one  being  especially  confusing. 
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Fig.  28. 


257 


> 


GIROUX 

PARIS 


GcnNmif/ 


Right  eye  under  the  influence  of  the  superior  ohlique. 
VOL.  XIV.  17 


258  INSTKUMENTS. 

But  when  one  has  seen  these  complicated  movements  pro- 
duced they  become  at  once  intelligible  and  fixed  in  the 
memory. 

Owing  to  the  stationary  rings,  which  represent  the 
immoveable  horizontal  and  vertical  meridians,  it  is  easy  to 
see  not  only  the  position  which  these  muscles  give  to  the 
eye,  but  also  the  extent  of  each  of  the  three  rotations 
corresponding  to  a  given  degree  of  muscular  contraction. 

It  is  interesting  to  compare  the  action  of  the  vertical 
recti  with  that  of  the  oblique  muscles. 

We  may  notice,  for  example,  that,  with  the  same  degree 
of  rotation,  the  infei'ior  rectus  lowers  the  cornea  per- 
ceptibly more  than  the  superior  oblique  ;  but  the 
inclination  of  the  vertical  meridian,  as  well  as  the  lateral 
rotation,  is  more  pronounced  in  the  oblique  than  in  the 
rectus.  Besides,  these  two  movements  are  produced  in 
the  opposite  direction  for  the  two  muscles. 

Our  ophthalmotrope  fulfils  still  another  purpose  :  on 
looking  at  it  from  behind,  the  posterior  surface  of  the 
front  half  of  the  vertical  meridian  is  seen  to  be  red. 

This  red  line  corresponds  exactly  to  the  false  image  in 
the  case  of  a  paralysis  of  the  muscle,  the  physiological 
action  of  which  is  shown  by  the  ophthalmotrope. 

In  fact,  a  muscle  being  paralysed,  the  eye  takes  a 
position  exactly  the  reverse  of  that  which  the  same 
muscle  unparalysed  would  have  given  it.  The  retinal 
image  is,  on  the  other  hand,  projected  in  the  sense 
opposite  to  the  pathological  position  of  the  eye.  The 
false  image,  therefore,  corresponds  in  every  way  to  the 
physiological  action  of  the  muscle. 

For  example,  the  superior  oblique  turns  the  eye  down- 
wards and  outwards,  and  inclines  the  upper  extremity  of 
the  vertical  meridian  towards  the  nose. 

In  case  of  paralysis  of  this  muscle,  the  eye  is  deviated 
upwards  and  inwards,  and  its  vertical  meridian  is  inclined 
towards  the  temple.  The  consequent  false  image  is 
inferior,  temporal  (homonymous  diplopia),  and  inclined 
towards  the  nose. 
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In  a  diagram  of  the  movements  of  tlie  eye  and  their 
anomalies  (published  by  Curiy  and  Paxton,  opticians^ 
London)  I  have  indicated  the  position  of  this  false  image 
by  a  red  line,  not  approximately,  as  has  formerly  been 
done,  but  exactly,  as  is  shown  by  the  mathematical  con- 
struction and  by  experiments  made  with  the  ophthalmo- 
trope. 

At  the  same  time,  I  pointed  out  the  wide  significance 
of  this  sign,  a  fact  which  seems  to  have  escaped  the 
attention  of  our  predecessors.  For,  this  red  line  indi- 
cates not  only  the  position  of  the  false  image,  as  has  been 
admitted,  and  the  physiological  action  of  the  nitiscle, 
as  I  have  just  demonstrated,  but  also  the  "false  pro- 
jection "  (that  is  to  say,  the  sense  in  which  the  patient 
localises  an  object  when  fixing  with  the  diseased  eye) 
and,  finally,  the  position  of  the  head.  In  fact,  the  false 
projection  as  well  as  the  inclination  of  the  patient's  head 
are  produced  in  the  direction  of  the  physiological  action 
of  the  unparalysed  muscle,  the  false  projection  in  con- 
sequence of  the  exaggerated  innervation  required  by  the 
weakened  muscle,  the  peculiar  position  of  the  head  owing 
to  its  being  required  to  compensate  for  the  defective 
action  of  the  paralysed  muscle. 

We  have  given  to  the  schematic  eye  such  dimension, 
that  it  can  serve  for  demonstration  even  when  removed 
from  the  rings  and  held  between  the  fingers.  Thus  the 
latter  represent  its  motor  muscles. 

In  Fig.  28,  the  ophtha-lmotrope  represents  the  right 
eye  under  the  influence  of  the  superior  oblique  (cornea 
directed  downwards  and  outwards ;  vertical  meridian 
inclined  towards  the  nose). 

When  unscrewed  from  the  support  and  fixed  by  its 
opposite  end  (S)  it  represents  the  left  eye. 

The  side  of  the  eye  (right  or  left)  as  well  as  the  axes 
of  the  different  pairs  of  muscles,  is  engraved  upon  the 
fixed  rings  of  the  instrument. 

In  order  to  avoid  confusion,  different  colours  have  been 
given  to  the  different  axes  of  the  eye. 
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The  action  of  the  muscles  upon  the  eyeball  can  be  very 
simply  represented  in  another  manner: 

Take  an  ordinary  rubber  ball  (Fig.  29)  ;  draw  upon  it 
the  cornea,  the  vertical  and  the  horizontal  meridian.      On 


Fig.  29. — Scheme  of  the  right  eye. 

the  latter,  mark  the  axis  of  the  oblique  muscles  (0),  39° 
from  the  anterior  pole  (centre  of  the  cornea),  and  on  the 
opposite  side  (R)  the  axis  of  the  vertical  recti,  63°  from 
the  pole. 

In  order  to  demonstrate  the  action  of,  say,  the  superior 
ohliquG,  we  reason  as  follows  : — This  muscle  makes  all 
points  of  the  cornea  describe  parts  of  parallel  circles 
around  its  axis. 

Let  us  now  take  a  compass  and  open  it,  so  that  one  of 
its  points  corresponds  to  this  anterior  extremity  of  the 
muscular  axis,  the  other  to  the  centre  of  the  cornea. 
Leaving  the  former  fixed,  we  draw  with  the  other,  upon 
the  ball,  the  circle,  of  which  the  centre  of  the  cornea  de- 
scribes a  part  (see  Fig.  29). 
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If  we  desire  to  know  where  this  point  is  situated,  for 
instance,  after  a  rotation  of  40°,  we  have  only  to  trace, 
from  the  axis  (0),  a  line  (radius)  forming  an  angle  of  40° 
with  the  horizontal  meridian  {heloiu  it  for  the  superior^ 
above  it  for  the  inferior  oblique). 

The  point  where  this  line  touches  the  circle  corre- 
sponds to  the  centime  of  the  cornea  for  the  given  rotation. 

Thus  it  is  clearly  seen  how  much  the  cornea  has 
turned  from  the  lateral  as  well  as  from  the  vertical  sense. 

As  to  the  direction  which  the  vertical  meridian  of  the 
eye  takes  at  the  same  time,  it  is  evidently  perpendicular 
to  the  line  we  have  drawn,  and  passes  through  the  point 
which  the  latter  has  indicated  to  us  as  the  centre  of  the 
cornea.  This  line  is,  in  fact,  no  other  than  the  horizontal 
meridian  of  the  eye  inclined  by  the  muscular  action. 
It  is  perpendicular  to  the  vertical  meridian. 

Thus  in  Fig.  29  the  two  black  oblique  tracks  indicate 
the  inclination  of  the  vertical  meridian  produced  on  the 
right  eye  by  the  superior  oblique  (0')  and  the  inferior 
oblique  (R'). 

On  projecting  upwards  vertical  lines  from  the  points 
0'  and  R'  to  the  horizontal  meridian  (O'h  and  R'h)  we 
obtain  the  amount  of  depression  (resp.  elevation)  (O'h  and 
R'h)  of  the  globe  produced  by  the  muscles  in  question. 

The  perpendiculars  O'v  and  R'v  which  are  drawn  from 
the  points  0'  and  R'  to  the  vertical  meridian  correspond 
to  the  degree  of  ahduction,  O'v  caused  by  the  oblique, 
and  R'v  caused  by  the  rectus  muscle. 
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The  following    card    specimens    were   also   shown    at    the 
meetings  of  the  Society  during  the  past  session. 

Coloboma  of  both  lenses. 

John  R.  Rolston   (October  19th,  1893). 

Lupus  of  the  face  affecting  the  eyes. 

Balmanno  Squire  (October  19th,  1893). 

A  modification  of  Desmarres'  retractor. 

Sydney  Stephenson  (October  19th,  1893). 

A  pocket  refraction  case. 

F.  Bass  (November  9th,  1893). 

Coloboma  of  the  macula  ? 

E.  Kenneth  Campbell  (December  14th,  1893). 

Congenital  dislocation  of  both  lenses. 

J.  G.  Mackinlay  (December  14th,  1893). 

Amblyopia  with  changes  at  the  macula. 

W.  C.  Rockliffe  (March  8th,  1894). 

Haemorrhage  into  or  below  the  macula. 

W.  C.  Rockliffe  (March  8th,  1894). 

Congenital  symmetrical  dislocation  of  both  lenses  upwards 
and  inwards  in  a  brother  and  sister. 

J.  G.  Mackinlay  (June  14th,  1894). 

Improved  astigmatic  pince-nez. 

Walter  H.  Jessop  (June  14th,  1894). 

Glaucoma.  R.  W.  Doyne  (June  14th,  1894). 


REPORT  OF  COUNCIL, 

READ  AT  THE  ANNUAL  GENERAL  MEETING  OP  THE   SOCIETY, 
FEBRUARY  6th,  1894. 


In  presenting  the  Annual  Report  the  Council  has  much 
pleasure  in  calling  attention  to  the  increased  number  of 
memberSj  of  whom  there  are  now  311  including  15  new 
members. 

During  the  present  Session  the  Council  regret  very- 
much  that  the  Society  has  lost  by  death  Sir  Andrew 
Clark,  who  was  one  of  its  earliest  members.  Mr.  Robert 
Edie,  who  was  only  elected  a  member  in  January  last, 
has  since  died.  Six  members  have  left  the  Society  for 
various  reasons. 

Sir  George  Johnson,  on  resigning  his  ordinary  member- 
ship, has  been,  on  the  recommendation  of  the  Council, 
elected  an  honorary  member. 

Owing  to  the  ill  health  of  the  Lecturer  and  the  impos- 
sibility of  finding  a  substitute  at  so  short  a  notice,  the 
Council  regrets  that  the  Bowman  Lecture  for  this  Session 
has  not  been  delivered,  but  the  invitation  of  the  Council 
to  deliver  the  Lecture  next  Session  has  been  accepted  by 
Dr.  Gowers. 

The  Council  are  glad  to  be  able  to  announce  that  they 
are  in  communication  with  the  Medical  Society  for  a 
room  to  be  set  apart  for  the  Library  of  this  Society  and 
for  the  greater  convenience  of  the  ophthalmological 
examination  of  patients  at  the  meetings. 

The  finances  of  the  Society,  as  shown  by  the  balance- 
sheet,  are  in  the  most  satisfactory  condition. 
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A  list  of  additions  to  the  Library  since  the  last  Report 
is  issued  with  this  volume  of  the  '  Transactions.'  For  some 
time  the  inadequacy  of  space  in  the  Library  has  caused 
great  and  increasing  inconvenience.  The  arrangement 
which  the  Council  are  making  with  the  Medical  Society 
will  not  only  give  sufiBcient  space  to  arrange  the  books  in 
a  manner  which  will  render  them  more  accessible,  but  it 
will  also  provide  a  reading  room  for  the  exclusive  use  of 
the  members. 

The  Council  tender  their  best  thanks  for  presenta- 
tions of  books  and  pamphlets  from  the  following : — 
Messrs.  Work  Dodd,  Adams  Frost,  Dr.  Gowers,  Messrs. 
Hartridge,  Jeaffreson,  Lang,  Lawford,  Lunn,  Nettleship, 
Professor  Pole,  Dr.  Sydney  Stephenson,  Dr.  Story,  and 
the  Medical  Society. 

The  Council  recommends  the  appended  alterations  in 
the  Rules  : 

Rule  14. — To  insert  after  the  words  "  together  with 
the  notice  of  the  Annual  Meeting."  the  following  : 
— "  In  the  event  of  any  name  being  substituted 
for  any  recommendation  of  the  Council,  the 
election  shall  not  be  valid  unless  effected  by  a 
majority  of  those  present  at  the  meeting,'' 

Rule  28. — To  insert  after  the  words  ''  of  the  President  " 
the  following  : — "  No  communication  shall  occupy 
more  than  twenty  minutes  in  the  reading,  and  in 
the  subsequent  discussion  of  it  no  member  shall 
speak  more  than  once  or  for  more  than  ten 
minutes." 

Rule  29. — To  add : — "  All  papers  read  before  the 
Society  shall  be  deemed  the  exclusive  property  of 
the  Society,  and  if  published  elsewhere  by  the 
author  without  the  express  permission  of  the 
Council  shall  thereby  be  disqualified  for  admission 
into  the  Society's  '  Transactions.'  " 

Rule  33. — To  delete  all  the  words  after  ''  of  the 
Council,"  and  to  add  : — "  or  on  the  requisition  of 
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